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THE DIAGNOSIS AND TREATMENT 
OF AMEBIC DYSENTERY 


James L. Borvanp, M. D. 
Jacksonville 


In this discussion of the diagnosis and 
management of amebic dysentery, I want to 
explain at the outset that I use the words 
“amebic dysentery” loosely to mean a specific 
infection of the bowel by the protozoa, Enda- 
moeba histolytica, and I do not use them to 
indicate the severity, type of diarrhea, or cel- 
lular content of the stool. 

The realization that amebic dysentery is not 
simply a tropical disease but endemic through- 
out the world has come only in recent years. 
In the United States, particularly since the 
Chicago epidemic, we are beginning to realize 
that it is one of the commonest of the dysen- 
teries. Throughout this country wherever a 
search has been made for the organism, it has 
been discovered that at least four per cent of 


the population have been harboring this para- 


site. As the tropics are approached, the per- 
centage increases. In Florida, a subtropical 
region, it must be realized that any diarrhea, 
however mild or severe, transient or persistent, 
must be considered a possible amebiasis. There 
are some differences in the disease in the tem- 
perate zone. Here the disease is much less 
virulent than in the tropics, the complications 
less frequent, and its management less difficult. 
I shall try to give you a picture of the disease 
as it is encountered in this state. 


The nature of the parasite, the manner of 
infection, and its method of producing disease 
must be considered briefly. 

The Endamoeba histolytica exists in three 
forms: the active, motile ameba or the troph- 
ozoite; the precyst; and the cyst. The troph- 
ozoite is the disease-producing, tissue-invad- 
ing stage and is the only form found within 
the tissues. Its chief weapon against the 
tissues of the host is a cytolytic toxin which 
dissolves both tissues and blood cells. By cer- 
tain changes in the nuclear structures, storage 
of glycogen, and the acquisition of a thick, 


Read before the Sixty-fifth Annual Meeting of the 
Florida Medical Association, held at Miami, May 9, 10 
and 11, 1938. 


tough cell membrane, the trophozoite passes 
through the precystic stage to the cyst. This 
latter is the only form of the organism which 
is capable of sustained existence outside of the 
host or of infecting another animal. Cysts 
are formed only in the lumen of the gut and 
can not damage the host. No competent ob- 
server has ever seen cysts in the tissues. The 
conditions which cause cyst formation are un- 
known, but it is certain that cysts are found 
only in formed stools; so, presumably, change 
in environmental moisture is the predominant 
factor. 

The manner of infection is by ingestion of 
the cyst in food or water, passage of the cell, 
protected by the membrane, through the 
stomach without harm and down the intestinal 
tract to the region of the cecum, where the 
proper moisture, warmth, and other conditions 
for growth are present. Here the cyst form 
breaks up into trophozoites. The trophozoite, 
coming into contact with the intestinal wall, 
by means of the cytolytic toxin literally dis- 
solves a pathway through which it penetrates 
the mucosa and reaches the submucosa. Here 
it forms the typical flask-shaped ulcer with the 
neck extending up through the mucosa to the 
surface. 

An infection by the Endamoeba histolytica 
is essentially a local disease. The toxin is one 
which, to a large extent, acts locally and ap- 
parently produces little systemic or toxic re- 
action. Lesions within the intestinal tract or 
elsewhere in the body depend on the presence 
of the Endamoeba histolytica at that point. 
Any generalized systemic reaction is probably 
due to the absorption of necrotic tissue, al- 
though it is possible in cases of overwhelming 
infection that the toxin may be absorbed in 
sufficient quantity to manifest itself generally. 

The characteristic pathology, therefore, of 
amebic dysentery consists of multiple necrotic 
abscesses, with little inflammatory reaction in 
the intervening tissues, localized to one or 
more segments of the large bowel. This lo- 
calization occurs most frequently in the cecum, 
less frequently in the rectum, occasionally in 
both, and rarely through the entire colon. 

The symptoms, physical findings, and lab- 
oratory problems are readily understood if the 
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fundamental pathology is borne in mind. The 
patient with amebic infection, except in un- 
usually severe cases, complains chiefly of dis- 
turbance within the large bowel and his symp- 
toms are those of any localized large bowel 
lesion. He is troubled with a moderate in- 
termittent diarrhea with little tenesmus but 
with mild, colicky abdominal pains. There is, 
as a rule, little fever. He complains of malaise 
and has the various vague symptoms, probably 
nervous in origin, which are common to 
chronic inflammatory bowel lesions. One of 
the most persistent of these symptoms is an 
intermittent dizziness. There is usually ten- 
derness in the abdomen, sharply localized to 
whichever area is involved. The blood studies 
are consistent with a non-pyogenic infection. 
The blood count is slightly elevated and fre- 
quently has a predominance of lymphocytes. 
The eosinophilic count is rarely elevated. The 
patient may or may not have anemia, and 
even an elevation of his hemoglobin and red 
count, particularly in mild cases, may be 
found. 

During the periods of diarrhea the stools 
are characteristically large, brown, and foul in 
odor. Occasionally they contain mucus and 
blood. As Manson expresses it, amebic dysen- 
tery is “walking dysentery” as opposed to the 
“lying down” or bacillary dysentery, which 
has as its distinguishing features toxicity, gen- 
eralized abdominal pain, marked tenesmus, 
and small, frequent, odorless, purulent, acid 
stools. Visualization of the bowel through the 
proctoscope in bacillary dysentery shows wide- 
spread, generalized inflammation of the rectum 
and sigmoid with small, superficial, coalescing 
ulcers. These ulcers are ragged, their edges 
are undermined, and they are distributed 
transversely to the long axis of the gut. In 
amebic dysentery, if present in the rectum, the 
ulcers are oval, deep, and irregular, with ob- 
vious necrosis in the base; they tend to lie in 
the long axis of the bowel. The intervening 
mucosa is less involved than in bacillary in- 
fection because of the lack of an inflammatory 
toxin. 

In periods of acute exacerbation, bacillary 
dysentery can be definitely ruled out by a study 
of the clinical picture and stool. This latter 
can not be emphasized too strongly. The gross 
characteristics of the stool have been previ- 
ously described. Clinicians untrained in pro- 


VotumE XXV 
382 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION Numser 8 


tozoology should have little difficulty in rap- 
idly establishing the liklihood of bacillary 
dysentery by a microscopic study of the stool. 
In this type of dysentery, the stool is definitely 
purulent with a large number of polymorph- 
onuclear leukocytes and blood. The cells are 
toxic in type and show nuclear degeneration. 
Frequently there is only a slight rim of cyto- 
plasm—the so-called ghost cells. In addition, 
macrophages, ameboid body cells, are present 
in great numbers and are difficult to differen- 
tiate from amebae. They are, however, the 
characteristic response to bacillary infection. 
These cells may contain red blood cells and 
have pseudopods, thus rendering the diagnosis 
even more difficult. 

In amebic dysentery the cytologic picture is 
distinctive. There are generally few cells 
present. The white blood cells which are 
present are usually mononuclear. As a rule, 
there are red blood cells and desquamated 
epithelial cells. The importance of the latter 
is considerable, as they are found whenever 
mucus is present in the stool, regardless of the 
cause, and are frequently confused with 
amebae. In a large percentage of cases, elon- 
gated, slightly triangular Charcot-Leyden 
crystals are seen. These usually, though not 
always, signify a parasitic infection and should 
not be overlooked. One other distinguishing 
feature of the cellular exudate is that, as a re- 
sult of the lytic action of the amebic secretion, 
the cells are eroded from the periphery, and 
nuclei which have been divested of their cyto- 
plasm are seen. 

The treatment of a patient on a presumptive 
diagnosis of amebiasis is unjustified except as 
a last resort. If the bowel disorder is not of 
amebic origin, the use of highly irritant or 
toxic amebaicidal drugs may seriously increase 
the patient’s ailment or jeopardize his life. 
After bacillary dysentery has been excluded, 
numerous possible causes of the disorder re- 
main. The microscopic elements of the amebic 
stool are suggestive but not pathognomic, and 
the presence of the Endamoeba histolytica 
must be established before treatment is begun 
for the same reason that the presence of the 
malaria plasmodium must be definitely proved 
before specific therapeutics are instituted. 

There are five known amebae which com- 
monly inhabit the intestinal tract: Iodamoeba 
buetschlii, Dientamoeba fragilis, Endolimax 
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nana, Endamoeba coli, and Endamoeba his- 
tolytica. Of all these, the Endamoeba histoly- 
tica alone is generally accepted as capable of 
producing dysentery. The incidence of the 
innocent amebae, particularly in Florida, is 
such that in any diarrheal case, one or more of 
these organisms is likely to be found. Contrary 
to the general belief, the Endolimax nana and 
Endomoeba coli are very motile; therefore, a 
motile ameba in the stool is not necessarily 
Endamoeba histolytica. Further differentia- 
tion is needed before the diagnosis can be 
made. At times this differentiation, even in 
the most expert hands, is impossible. 

Difficulty in locating the Endamoeba his- 
tolytica may be experienced even in acute 
dysentery and certainly in the milder stages of 
amebiasis. This is probably due to two 
factors: first, the involvement is generally in 
the cecum, and the Endamoeba histolytica is 
destroyed before it reaches the exterior, the 
destruction probably occurring in the rectum; 
second, the Endamoeba histolytica in some 
cases appears intermittently, possibly as a re- 
sult of the rupture of one or many of the 
ulcers and the sudden liberation of amebae 
which had hitherto been trapped by the bottle- 
neck outlet. 

If direct examination of the feces is nega- 
tive, one must then resort to concentration 
methods, the technique of which is not within 
the scope of this paper, or attempt to get ma- 
terial from higher up in the bowel before the 
protozoa are destroyed. This latter can be 
done by swabbing the ulcerated areas, by la- 
vaging the terminal sigmoid through the sig- 
moidoscope, or by using a purge. If a purge 
is given, the specimen should be examined the 
following day, as occasionally amebae can be 
found only on this day; their appearance at 
this time is probably due to the fact that the 
ulcers are broken down by the purge. How- 
ever, a purge should be employed as a last re- 
sort, since catharsis in an already inflamed 
bowel sometimes produces an increase in in- 
flammation which persists for some months. 
It should be thoroughly understood that there 
is no substitute for repeated daily examina- 
tions and that sometimes even by utilizing 
concentration methods, purges, and examina- 
tion of material obtained through the sig- 
moidoscope, a diagnosis can not be established 
until after ten or fifteen examinations. 
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Cultural methods are relatively efficient, 
and a few cases can be diagnosed only by this 
method. There are various media in use. In 
my own laboratory we are at present using 
Tanabe Chiba media. In recent years there 
has been devised a complement fixation test 
for amebiasis. In certain hands it has proved 
extremely accurate and occasionally will reveal 
the odd case which repeated examination and 
cultural methods can not disclose. In most 
laboratories it appears to be erratic and un- 
certain. In the future, however, it may play 
an increasingly important role in the diagnosis 
of amebic dysentery. 

The treatment of amebic dysentery may be 
divided into two stages: (1) immediate meas- 
ures directed toward stopping an acute infec- 
tion of the bowel and destroying the majority 
of the organisms, and (2) measures directed 
toward completely ridding the body of para- 
sites and cleaning up the residual damage, or 
in other words: (1) the immediate treatment 
and (2) the long-term regime. 

Fortunately, specific drugs for the treatment 
of amebic dysentery are available. In fact, 
the practitioner is confronted with a bewilder- 
ing array of possible drugs and is often un- 
certain which he will utilize. For all practical 
purposes, in this country, these fall into three 
groups: the alkaloids of ipecac, i. e., com- 
pounds of emetine; the drugs which depend 
for their action on the liberation of arsenic; 
and the drugs which liberate iodine. In 
choosing the drug, it is best to abandon exact 
pathology and pharmacology and to think in 
the following terms: It is easier to determine 
the type of treatment necessary if one con- 
siders that, in any amebic infection, there are 
two problems in killing the amebae: the de- 
struction of those deep in the tissues, and the 
destruction of those free in the bowel or su- 
perficial in the mucosa. It is helpful to de- 
cide whether there is deep involvement before 
selecting the drugs to use and determining 
the time to use each particular drug. 

Ipecac and its derivatives are the drugs par 
excellence for killing amebae in the tissues. 
Ipecac, although probably the most efficacious 
drug available, is rarely used now, as it is 
somewhat heroic treatment and the adminis- 
tration is inconvenient. Emetine is the only 
one of the alkaloids of ipecac which is in com- 
mon use. Emetine is toxic to amebae in quite 








high dilutions,a solution of one part in twenty- 
five thousand being sufficient to kill amebae in 
vitro. Presumably, it is secreted into the in- 
testinal contents in such low dilutions that it 
does not kill organisms living in the lumen of 
the gut or superficially in the mucosa. This 
drug is available in two forms. It may be given 
hypodermically as the hydrochloride, or it may 
be taken by mouth as emetine bismuth iodide. 
One can not repeat too frequently the warn- 
ing concerning the toxicity of emetine. It is 
a general protoplasmic poison with a specific 
effect on muscle. Its most dangerous action 
is the deterioration of the heart muscle so 
that death from syncope has sometimes oc- 
curred in the past. There is some question 
as to whether a true peripheral neuritis 
occurs from emetine despite the fact that 
this is the diagnosis attached to the palsies 
which occur in emetine poisoning. There is 
probably no danger except in rare cases of 
idiosyncrasy or in cases in which there is a 
pre-existing cardiac condition or kidney dam- 
age, provided a dose in excess of 10 grains is 
not used. For individuals who are of very 
slight build or who are wasted, a dose of 
much less than this should be considered max- 
imum. The hydrochloride should be given in 
doses of 1 grain a day until the desired effect 
or maximum dose is reached. Some men 
routinely use emetine, proceeding on the 
theory that it protects the liver. I believe that 
most patients are benefited by the administra- 
tion of some emetine at the beginning of the 
treatment, even if it is only 3 or 4 grains. 

In order to rid the patient completely of in- 
fection, it is necessary to kill the amebae in 
the intestinal contents, and the use of one or 
more of the group of drugs is required. 
Acetarsone, treparsol, and carbarsone com- 
prise one group. This class derives its efficacy 
from the liberation of arsenic and its excre- 
tion along the intestinal wall and into the in- 
testinal contents but has the disadvantage at- 
tendant upon any arsenical preparation; i. e., 
gastro-intestinal irritation. There have been 
reports of arsenic poisoning, the symptoms of 
which I need not go into here. Of all, carbar- 
sone is the least toxic. Concerning this latter, 
Craig warns that it has an amino group in the 
para position; therefore, one must beware of 
possible optic atrophy. Arsenicals have the 
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advantage of killing almost all the protozoa 
which infest the bowel (and usually there are 
other parasites in association) ; but the drugs 
which depend for their action on the liberation 
of iodine apparently do not affect any but the 
histolytica. 

The oxyquinoline derivative group, the ac- 
tion of which depends upon the liberation of 
iodine, is the other class of drugs useful in 
killing amebae in the intestinal contents. These 
are chinofon— more commonly known as 
yatren or anayodin—vioform, and the new 
drug, diiodoquin. They increase in iodine 
content in the order given. Presumably, if 
iodine is the amebacide, their effectiveness 
should also increase in that order, but this does 
not seem to hold true. Yatren has been most 
thoroughly tried, has been widely proved to be 
effective, and is practically nontoxic. It does, 
however, irritate the intestinal wall more than 
the other two so that the symptoms are fre- 
quently aggravated and, if diarrhea is not 
present, it is almost always produced by the 
yatren. The irritation seems to be transient 
and disappears when the drug is no longer ad- 
ministered ; so unless the diarrhea becomes de- 
bilitating, the dosage need not be reduced. 
Patients who are taking vioform very often 
complain of weakness and general malaise, 
particularly after a second course. I have seen 
several amebic recurrences in patients for 
whom I prescribed vioform. Diiodoquin has 
not yet had sufficient trial for final evaluation. 

Bismuth subnitrate has been used for a long 
time in the treatment of amebic dysentery. 
Doctor James and his associates used it almost 
exclusively, either alone or in conjunction with 
emetine, and have reported excellent results. 
Other observers have reported a large per- 
centage of recurrences with the use of bismuth 
alone. It is not known whether bismuth sub- 
nitrate definitely attacks the amebae or 
whether, by acting on tiie intestinal content, 
renders it unsuitable for amebae for long pe- 
riods following its administration. It is useful 
as a supplement following a course of one of 
the amebacidal drugs for three purposes : to re- 
move the few remaining amebae or, at least, 
to prevent their multiplication; to reduce by 
means of its mild antiseptic action the total 
number of bacteria in the bowel; and to utilize 
its healing effect on the ulcerated areas. 
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The main problem in the treatment of ame- 
bic dysentery is not in the first course of treat- 
ment, as it is relatively easy to relieve the 
dysentery and get rid of most of the organisms 
except in chronic cases; the difficulty comes 
with the subsequent course. There is no dis- 
ease in which careful and accurate laboratory 
work by trained observers is more essential to 
the proper management of treatment after the 
initial stage has been passed. Symptomatology 
is not the criterion for specific therapy. Fol- 
lowing the original course, the feces are ex- 
amined to determine whether histolytic amebae 
or cysts can still be demonstrated. Patients 
with acute dysentery often stop the diarrhea 
immediately, gain weight, lose all subjective 
symptoms, but continue to pass cysts in their 
stools as a sign that they are still infected. 
These patients must be repeatedly treated and 
carefully checked over a long period of time 
for amebic cysts, for, although symptoms have 
disappeared, they may recur at any time or 
one of the other dreaded complications may 
develop. It is because of this persistence of 
infection that we find use for the wide variety 
of drugs with amebacidal properties. No one 
drug seems to be effective in all cases, and one 
should not continue to use the same drug but 
should change from one group to another or 
from one to other drugs within the same 
group. The diarrhea may persist, but it is 
more frequently noted that, when symptoms 
cease and the patient begins to be active and 


reverts to his original diet, the diarrhea re- 


curs, although Endamoeba histolytica has 
never been demonstrated. It is a great mistake 
to add a highly irritant drug when the symp- 
tomatology is due to a nonspecific irritation 
and secondary infection of the bowel. It is 
common experience in this field to find patients 
completely debilitated by toxicity of anti- 
amebic treatment administered by a physician 
who believes he is still dealing with a specific 
infection. 

It is impossible in the short period of time 
allotted to do more than sketch the major 
points of the diagnosis and treatment of this 
infection. I have, in the discussion of the 
treatment, merely touched on the more tech- 
nical phase. It must be realized that the gen- 
eral measures are equally important in acute 
dysentery, in the milder cases, and in the con- 
valescent period. There seems to be no neces- 
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sity to list such measures as proper fluid man- 
agement, diet, rest, and sedation. It does 
seem advisable to mention, however, that, as 
in almost all other infections of the gastro- 
intestinal tract, patients who have suffered 
from amebic infection must be under care, 
observation, and restriction for long periods 
of time. Of all the therapeutic aids, aside 
from specific drugs, none is more important 
and necessary than rest. 

It is becoming obvious that infection by the 
Endamoeba histolytica is a serious health 
problem and that this disease has been in- 
sufficiently emphasized in the teaching insti- 
tutions and hospitals of this country with the 
result that it has not assumed the place in 
present day medical thought that its preva- 
lence and severity warrant. 
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DISCUSSION 
Dr. W. McL. Shaw, Jacksonville: 


It has been my privilege to examine a series of these 
cases with Doctor Borland from the standpoint of the 
roentgenologist. Doctor Borland mentioned that this 
disease was rather forcibly brought to the attention of 
the country a year or two ago by the epidemic in 
Chicago at the World’s Fair, at which time they had 
over 1400 cases. 

We do not think that the x-ray barium enema ex- 
amination is pathognomic of anything typical in amebic 
dysentery; that is, we do not think that we can differ- 
entiate and say that it is amebic dysentery or that it 
is not amebic dysentery by use of the barium enema. 
There are certain changes that occur in the bowel that 
we feel are best brought out and shown by the use of 
the barium enema, and we have found certain parts of 
the bowel which seem to be infected or to break down 
with the infection or the invasion over other parts. 
I have a few slides which bring out this point. 

We feel that the simple barium enema is the best 
method of examining these cases. There are several 
other methods of examining the colon with enemas but 
most of them are long drawn out, often quite painful 
to the patient, and the findings are rather indefinite. 
The plain barium enema as mixed with malted milk 
and given by the doctor under fluoroscopic control is 
the best method of bringing out the weak points in these 
colons. It should be given as above mentioned under 
fluoroscopic control, turning the patient from time to 
time to prevent overlapping of parts of the bowel. 
Sometimes we stop and make films before the bowel is 
completely filled. The head of the column of barium 
should be kept under constant observation under the 
fluoroscope because that is where things usually happen. 
The bowel will contract down rather suddenly if the 
barium rushes in and if you are not looking you will 
miss it. We have found most of the changes in the 
sigmoid or cecum. We had one case in November when 
the changes were predominant in the cecum, and the 
following February the cecum looked relatively normal 
but the sigmoid was badly involved. 


SLIDES 
This represents the examination made in November 
on a patient in West Florida about 48 years of age with 
symptoms of dysentery over several years duration. 
This represents the first film made immediately after 











injection showing a smooth sigmoid and spasm just 
above the cecum. There was slight dilatation of the 
cecum and tendency for contraction or spasm at the 
head of the cecum. We have found that to be one of 
the characteristic signs. The lower end of the cecum 
is sometimes like an inverted funnel. 

This film represents the condition immediately after 
expelling the enema. You notice a deformity of the 
lower end of the cecum, and smoothness from here to 
the rectum, all of which indicates irritability of the 
bowel. We were rather concerned about this at the time 
because there was some blood in the stool. We ques- 
tioned whether that might not be a neoplasm. This ex- 
amination was made in November. Her next examina- 
tion was in February and the cecum was still large, but 
most of the changes were in the sigmoid this time. 

This represents the film after expulsion. 

We have noted also that in these cases we often get 
an extensive leak into the terminal ileum. The valve 
seems to be rather incompetent. 

This represents the patient after injection, and this 
after expulsion. (Demonstrating. ) 

This case showed a positive organism. The patient 
returned to her West Florida home for treatment and 
we do not know the results of this treatment yet. 

Next case: This is a white woman 28 years old. 
She had a baby about one month old when this work 
was done. She was having many stools. There were 
marked intermittent spasms and relaxation of the bowel. 
She had a smooth sigmoid without haustration. The 
cecum was contracted with spasm above it. This was 
very painful on pressure. This represents the film im- 
mediately after expulsion and you see a large residue 


Dr. Ralph N. Greene, Coral Gables: 


I wish to justify my position as a neurologist in the 
discussion of this paper. Neurologists have for a long 
time been interested because we so frequently encounter 
midbrain pathology with severe gastro-intestinal lesions ; 
perhaps trophic in origin. 

It has been my privilege to have observed protozo- 
ological research in the field of aviation medicine. A 
large group of pilots whose activities have taken them 
almost over the entire globe, is centralized more or less 
in the City of Miami. These men have been under con- 
stant medical supervision, every six months, for a 
period of ten or more years. 

When suspicion arose as to protozoa and their effect 
on the health of these pilots, it was found that in one 
group of pilots, 60 per cent were infected with some 
form of protozoa. In another group of pilots, 30 per 
cent had protozoan infections of various kinds. In the 
first group of fifty pilots, twenty of them had amebic 
dysentery. In the other group only four cases of active 
amebic histolytica have been demonstrated. 

There were two doctors in attendance at this meeting 
who have been chronically victims of amebic dysentery, 
the lesion long unrecognized, yet the persons were 
battling against vague symptoms. It is interesting to 
note that in 35 per cent of the cases of amebic dysen- 
tery, the patients do not experience symptoms. 

From the viewpoint of aviation medicine, we are im- 
pressed with the fact that some of these pilots would 
deny vertigo while in the sitting position operating the 
controls of the airplane but, on standing, would become 
dizzy. 

I was impressed also as the result of a recent conver- 

sation with Dr. Charles Wardell Stiles, probably the 
most outstanding authority in the field of protozoology 
wherein he stated that there is only one lay technician 
in the United States upon whose opinion he would rely 
for a diagnosis of these various dysenteries. It is my 
impression we should not rely too implicitly upon diag- 
noses of technicians. There are few doctors who are 
capable of making these dysentery diagnoses. We should 
be deeply concerned about the dysentery patient’s health 
because, eventually he is going to become incapacitated, 
with a possible amebic abscess of the liver. Abscess of 
the liver from amebic dysentery will probably not re- 
quire surgical intervention as was formerly a routine 
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procedure. It may be treated by the administration of 
emetine, a dangerous drug which should only be given 
in a hospital under strict medical supervision. 

Amebic dysentery is a widespread infection. Accord- 
ing to Craig, from five to twelve million people in the 
United States have had amebic dysentery. In a Chicago 
hotel epidemic, out of 200 cases, 19 are known to have 
died and the fate of others is unknown. 

I would like to mention to you also that if one has a 
patient bleeding from the lung, from a bronchial glanu- 
loma, that it is well to consider the possibility of 
Endamoeba histolytica infection. Lung invasion seems 
possible. 

Dr. Steward Roberts of Atlanta recently stated to me 
that it is his belief that amebiasis is one of the most 
widespread of all human ailments. 


Dr. Marvin Smith, Miami: 


I arise, Mr. Chairman and Members, to commend Dr. 
Borland for his fine essay, and to congratulate him upon 
his courage in presenting to us another piece of valuable 
literature on amebic infection. Every week sees the ad- 
dition of more data on this important entity in medicine. 

Ulcerative colitis, which is the gross pathology pro- 
duced by amebic infestation, in my opinion, is one of 
the most serious of all maladies from which the human 
family suffers. Ulcers in the colon may come from 
other sources but when Endamoeba hystolytica is the 
cause, both the patient and the physician face an ordeal 
that will test the former’s strength and endurance and 
the latter’s skill and ability. 

When I began the practice of medicine in Florida 
twenty-five years ago I did not think that amebic dysen- 
tery amounted to very much. The Doctor then went 
along quietly treating the patient and hoping from day 
to day he would get better, and some did, but in too 
many instances he stood helplessly by and watched the 
roses fade from his patient’s cheek; he witnessed the 
patient’s weakness growing hour by hour; and he saw 
the blood continue to gush from that bowel in the face 
of all the treatment that he could give. And, ladies and 
gentlemen, I want to remind you that we still have be- 
fore us that same picture, notwithstanding the fact that 
some improvement has been made in the management of 
these cases. 

Two years ago it was my pleasure to study this sub- 
ject in Cairo, Egypt and Southwestern Asia. In Egypt 
I was told that many cases of ulcerative colitis from all 
over Africa were sent to Cairo for treatment, and the 
Doctors there say that undoubtedly amebic infestation 
is the etiological factor in most of the colitis patients. 
From the mud flats over the Nile valley region it takes 
the tribes just like measles goes through the public 
schools in this country. 

Members of the Association, this is as important a 
subject, I feel, as could be presented to you for your 
consideration. I must respectfully disagree, however, 
with Doctor Borland about amebic dysentery not being 
especially inclined to produce free bleeding. For twenty- 
five years I have treated amebic dysentery in this State 
and, in my experience, bleeding is one of the most out- 
standing symptoms, while, on the other hand, my cases 
of bacillary dysentery have not shown such a copious 
hemorrhage but greater frequency of movements. 

Since every case of ulcerative colitis presents grave 
possibilities and since an exact diagnosis as to causa- 
tion is of vital importance, quick measures must be 
taken to arrive at definite conclusions. Do two things: 
begin the microscopic search for live ameba and plate 
out at the same time a fecal specimen on Endo’s 
medium. The appearance of whitish colonies will tell us 
whether a dysentery bacillus is present or not. 

The serious complication in amebic dysentery cases 
is that after the ameba is destroyed the ulcers in the 
ye frequently persist and continue to bleed until 

eath. 

A laboratory search for secondary invaders will 
usually reward the doctor by proving to him that the 
ulceration is being kept up by a streptococcus viridans 
or a diplococcus or an anerobe which is thriving in 
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the ulcerations. The successful treatment of either of 
these depends upon the preparation and proper admin- 
istration of a vaccine and an antivirus and washed 
oxygen introduced into the colon. 

I employ a special device for collecting material from 
the bowels for examination; time does not permit a de- 
scription of it on this occasion. 


Dr. James L. Borland (Concluding): 


I would like to thank Doctors Shaw, Greeue, and 
Smith for their discussions. 

I want to thank Doctor Greene for bringing out the 
question of amebiasis of the liver. We know now that 
it is necessary to recognize as rapidly as possible the 
presence or absence of hepatitis in these patients, since 
emetine is an absolute specific for hepatitis and pre- 
vents abscess formation. Even though abscess forma- 
tion has already occurred, emetine alone is curative in 
a certain number of cases. 

I would like to emphasize especially that we are deal- 
ing with a widespread infection which we must seriously 
consider as a possible cause in any case of diarrhea in 
Florida, that the diagnosis must be established before 
therapy is begun, and that this diagnosis requires spe- 
cific technical training. 





DISTURBANCES OF CARDIAC 
RHYTHM* 
S. MaRIon SALLEY, M. D., 
Miami. 


It is the purpose of this paper to discuss, 
from the clinical standpoint, the diagnosis and 
treatment of a few of the more common and 
important disturbances of cardiac rhythm. 
The subject is a broad one and no attempt will 
be made to cover more than certain salient 
points of established clinical value. 

James McKenzie’ once said: “The 
eventual use of machines in diagnosis is to 
teach us how to do without them.” The elec- 
trocardiograph is no exception to this. Most 
of our knowledge in the clinical diagnosis of 
abnormal cardiac rhythms has been acquired 
through the use of the electrocardiograph. 

Before discussing the clinical characteris- 
tics of these disorders it is well to emphasize 
the importance of ascertaining the exact rate 
of the heart beat when an abnormal rhythm 
is suspected. It was once thought that a rate 
of 180 was too fast to be counted. It is now 
known that a rate as high as 250 can be ac- 
curately counted to the beat by the average in- 
tern. Accurate counting may be facilitated 
by keeping time with the foot or the finger 
and in cases of extremely rapid rates by count- 
ing in brackets of ten. Since many of these 
arrhythmias have a fixed rate it is of great im- 





*Read before the Sixty-fifth Annual Meeting of the 
Florida Medical Association, held at Miami, May 9, 10, 
and 11, 1938. 
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portance to know and compare the rates after 
a lapse of time or after the patient has been 
put through maneuvers which ordinarily 
change the rate. 

SINO-AURICULAR NODE ARRHYTHMIAS 

The only disturbances of clinical import- 
ance arising in the pace-maker are sinus 
arrhythmia, normal tachycardia and normal 
bradycardia. These are mentioned only in 
passing. Certain others such as nodal tachy- 
cardia are rare and cannot be diagnosed 
clinically. 

AURICULAR ARRHYTHMIAS 

Of disturbances arising from ectopic im- 
pulses in the auricle the most important, from 
the clinical standpoint, are paroxysmal auri- 
cular tachycardia, paroxysmal auricular flut- 
ter, and paroxysmal auricular fibrillation. 
(For the sake of brevity the word paroxys- 
mal will not be used further in discussing 
these conditions). 

AURICULAR TACHYCARDIA is the most com- 
mon of these disorders and occurs more often 
in patients without heart disease than in those 
with it. Because all of the auricular beats are 
followed by ventricular beats, the apex rate is 
very rapid. It is usually between 160 and 
250, although I have seen one case in which 
it was as low as 116. The rhythm and rate are 
perfectly regular during the paroxysm. If, 
for example, a patient is seen in an attack 
with a rate of 176 and is seen twenty minutes 
later the rate will still be 176. The beats 
occur at precise intervals. These attacks be- 
gin abruptly, frequently after a simple move- 
ment as turning the head or stooping over, or 
on sudden emotion. They end just as ab- 
ruptly. They usually last seconds, minutes or 
hours as contrasted with auricular flutter 
which usually lasts hours, days, or weeks. 

The amount of harm received by the patient 
in these paroxysms depends on the duration 
of the attack, the rate during the attack, and 
the condition of the heart before the attack. 
In most cases no harm is suffered, but a pa- 
tient with organic heart disease may become 
decompensated and may appear, on first sight, 
to be a decompensated “cardiac” with a nor- 
mal tachycardia. If the attack persists long 
enough, a thrombosis of one or more of the 
peripheral arteries may develop. On the whole, 
however, there is no other condition in which 








the heart rate can be so rapid with such little 
apparent embarrassment to the circulation. A 
slight fever and leukocytoses are common 
features and are probably the result of con- 
gestion or of thromboses of small vessels. 


In about fifty per cent of these cases it is 
possible to stop the attack by carotid sinus 
pressure (only one carotid should be used at 
a time), by firm pressure over the eye ball, by 
having the patient vomit, hold his breath, or 
by having him drink a glass of ice-water. In 
certain sensitive individuals a small dose of 
morphine may be of assistance when there is 
difficulty in applying pressure over the caro- 
tid artery. Auscultation over the precordium 
when these measures are tried will reveal 
either no change whatever in the heart beat or 
the rate will instantaneously drop to normal. 
If the latter occurs, the diagnosis is estab- 
lished, for it can be nothing else but auri- 
cular tachycardia. When these methods have 
failed quinidine may be used beginning with a 
dose of 3 grains three or four times a day and 
gradually increasing to not more than 7% 
grains four times a day. Acetyl-choline has 
been used in recent years with some success. 
The average dose is 15 to 30 milligrams sub- 
cutaneously. It should be used with caution 
and a syringe of atropine 1/100 of a grain 
should be kept at hand for intravenous use in 
case of a severe reaction. Acetyl-choline is a 
powerful vagal stimulator while atropine re- 
moves vagal effects. It is not the amount of 
atropine that counts so much as the prompt- 
ness with which it is given. Prostigmin plus 
acetyl-choline holds promise of being: still 
more effective than acetyl-choline alone.’ For 
recurrent attacks digitalis or quinidine may 
be given for an indefinite period of time. Both 
are effective in preventing attacks. 

AURICULAR FLUTTER is another important 
disturbance of rhythm arising from an ectopic 
focus in the auricular wall. It generally oc- 
curs in patients with organic heart disease. 
Lewis and his co-workers’ have demonstrated 
rather conclusively that flutter is caused by 
a circus movement of contraction in the auri- 
cular wall, which movement is perfectly 
straight in its course. All the muscle bundles 
have recovered from their refractory period 
in time to continue the impulse in regular 
time intervals. This is in contrast to auricular 
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fibrillation where the course of contraction is 
tortuous and irregular. In flutter the rhythm 
is absolutely regular and the auricular rate is 
very rapid, generally between 250 and 350 
per minute. However, the ventricular rate is 
generally one-half to one-fourth this fast and 
auscultation over the heart reveals a rate of 
130 to 170 or even as low as 70 or 80. This 
is because only every other beat or every 
fourth beat is coming through from auricle 
to ventricle. The flutter waves from the au- 
ricle can occasionally be seen in the neck veins, 
on the right side of the neck as a rule, and 
thus establish the diagnosis. Carotid pres- 
sure in cases of auricular flutter will not stop 
the attack but there will be a definite slowing 
of the rate which immediately returns to its 
fixed, rapid beat on release of pressure. 

In the diagnosis of disorders of rhythm 
such as these, it is well to have the patient 
change position and if the tachycardia is a 
normal one the rate will probably change. If 
the rate does not change, then carotid sinus 
pressure (over the bulge of the carotid near 
the angle of the jaw) should be tried. If this 
causes absolutely no change in rate, then auri- 
cular tachycardia is suspected and if it drops 
instantly to normal, it is proved. However, 
if it slows somewhat and continues again at 
a rapid, constant rate, it is probably auricular 
flutter. 

In certain cases of flutter where the patient 
has been treated with digitalis and the ven- 
tricular rate has been brought down to nor- 
mal, it is hard to diagnose without the aid of 
the electrocardiograph. At other times the 
ventricular beats may be coming through ir- 
regularly when the flutter ratio is changing 
and may thus similate auricular fibrillation. By 
keeping time with the foot, however, the time 
between beats may be found to be quite regu- 
larly spaced and this may give the clue. 

In the treatment of auricular flutter when 
no emergency measures are called for, it is 
best to digitalize the patient and when this has 
been accomplished digitalis should be stopped 
entirely. In about thirty per cent of cases the 
auricular contractions will change from flutter 
into fibrillation and from fibrillation into a 
normal rhythm within a day or two. 

If this does not occur then quinidine may 
be given and in these cases quinidine is some- 
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times necessary in doses high enough to pro- 
duce toxic symptoms. It will have no direct 
effect on the ventricle itself but it will slow 
the auricular rate and frequently restore it to 
normal rhythm, thereby restoring the ven- 
tricle to normal rhythm also. Quinidine acts 
by lengthening the refractory period of the 
auricular musculature so that when the wave 
completes its circuit the refractory muscle 
stops it. At times, however, quinidine slows 
the speed of the impulse to such a degree that 
by the time the wave has completed its cir- 
cuit the refractory period of the muscle is 
over and the circus movement continues.” 

AURICULAR FIBRILLATION is the most im- 
portant disturbance of cardiac rhythm. It is 
very common both in the paroxysmal and the 
chronic form. Its commonest causes are 
mitral stenosis, myocardial disease, and hyper- 
thyroidism. However, a transient fibrillation 
occurs in many of the acute infections and in 
many conditions which do not have any defin- 
ite relation to the heart. Moreover, it occurs 
not infrequently in individuals who apparently 
have no heart disease. 

The auricles do not contract in fibrillation 
and may remain uncontracted for years. A 
condition of fibrillary twitching exists and is 
due to an irregular circus movement which 
pursues a tortuous course through the auri- 
cular musculature due to variations in the re- 
fractory period of the muscle bundles. The 
ventricles respond to varied and occasional 
beats and become grossly irregular in their 
contractions. Most untreated cases have a 
rapid rate at the apex, usually from 140 to 
180. The pulse rate is very misleading be- 
cause so many beats do not come through to 
the wrist. 

The disturbance of rhythm most commonly 
confused with auricular fibrillation is the oc- 
currence of runs of frequent extra systoles. 
The one important point of differentiation be- 
tween the two is the constant occurrence of 
the quick beat of an extra systole before every 
long pause in a run of premature beats. In 
fibrillation, however, there are many pauses 
which are not preceded by a quick beat. Pro- 
longed auscultation will usually be sufficient 
to rule out premature beats but occasionally 
it can be very difficult. 

The treatment of auricular fibrillation of 
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long standing and with much underlying path- 
ology, such as an old case of mitral stenosis, 
is simple. No attempt is made to restore 
the normal rhythm; the patient is simply 
digitalized and treated as a chronic “cardiac” 
case. When the case has possibilities of great 
improvement through the.restoration of nor- 
mal rhythm and the fibrillation is of short du- 
ration, the choice is again a simple one. 
Quinidine should be given in a definite effort 
to restore normal rhythm. Many cases are 
seen, however, which are not so simple, for 
example, in a thyroidectomized patient where 
there is little underlying pathology and the 
arrhythmia is of long duration. The risk of 
dislodging a mural thrombus when a long in- 
active auricular wall begins to beat again is 
quite a real one. On the other hand, if the 
return to normal rhythm is accomplished with- 
out damage the patient may live ten or fifteen 
years longer than he otherwise would. <A 
recent case report showed a complete return 
to normal including the return of the heart to 
normal size in a man who had been fibrillat- 
ing and moderately decompensated for five 
years. Each case must, therefore, stand on 
its own merits when the question of treat- 
ment arises and all factors carefully con- 
sidered. 

When digitalis is necessary to treat decom- 
pensation there is a difference of opinion as to 
whether quinidine should be given before or 
after digitalization. Because a digitalized 
patient seldom returns to normal rhythm spon- 
taneously and since certain individuals de- 
velop fibrillation when they become digit- 
alized, it is the present practice of the writer 
to use quinidine first whenever possible. 

After a case has been restored to normal 
rhythm it is well to continue small doses of 
quinidine over a long period of time in order 
to prevent a return to an abnormal rhythm. 


VENTRICULAR ARRHYTHMIAS 

The only disturbance of great clinical im- 
portance arising from an ectopic focus in the 
ventricular musculature is paroxysmal ventri- 
cular tachycardia. 

VENTRICULAR TACHYCARDIA. In this con- 
dition the beats arise from some focus in the 
ventricular musculature, and they probably 
follow a circus movement. The auricles con- 
tract at a different rate or follow the contrac- 








tion of the ventricle which dominates the 
rhythm. In almost all cases ventricular tachy- 
cardia occurs in cases of severe heart disease 
and is most often associated with coronary 
thrombosis. There is almost no other con- 
dition that will cause a sudden rate of 190 to 
200 at the apex in coronary thrombosis. 

The bedside diagnosis is of the utmost im- 
portance in this particular disturbance of 
rhythm because prompt treatment is often 
life-saving. The important point of first con- 
sideration is the occurrence of occasional ir- 
regularities in rhythm;’ secondly, the first 
sound changes in intensity and quality ; third- 
ly, the jugular pulse is slightly slower in rate 
than the apex; finally, vagal stimulation has 
no effect on the rhythm or rate. 

Treatment is limited to quinidine which is 
almost specific in these cases." Digitalis is 
harmful and may increase the heart rate and 
prolong the attack. It is definitely contrain- 
dicated. Another drug which may hold some 
promise in these cases where quinidine fails, 
is atropine. This has not been definitely es- 
tablished but it is conceivable that its vagal 
inhibitory action might in some cases, allow 
the auricle to increase its rate and reassume its 
dominance.” 
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DISCUSSION 
Dr. R. S. Torbett, Tampa: 

Doctor Salley has given us a very good 
short paper on a large subject. He is cor- 
rect concerning mechanical aids We would 
do better if all used our senses more, then con- 
firmed by means of machines. A regular rapid 
heart can be counted, an irregular is not so 


easy. 
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There is nothing more upsetting to the av- 
erage person, layman or physician, than an 
irregularity of rhythm in his or her heart. 
This is particularly so lately, perhaps due to 
publicity given heart disease. The most be- 
nign change in rhythm is to the patient an 
occurrence of great magnitude. Nothing that 
I know of in medicine upsets the patient more 
and requires greater tact and understanding 
on the part of the doctor to reassure the pa- 
tient completely if this is ever done. 

Patients want action under these circum- 
stances. It isn’t to them a question of being 
a harmless affliction; relief of attacks is 
sought and preferably permanent relief. 

AURICULAR TACHYCARDIA. There is no 
need for repetition by me. I have seen optic 
pressure, vagal or carotid sinus pressure— 
digitalis and quinidine, etc., but in one case I 
saw, nothing stopped the attack and the pa- 
tient died. 

AURICULAR FLUTTER. Due to changing in 
the block, ratio may be difficult to diagnose 
from auricular fibrillation. The few patients 
I have seen all had diseased hearts of a high 
grade. Treatment given by the essayist is the 
best, I feel. 

AURICULAR FIBRILLATION. I must agree 
with Doctor Salley that quinidine is a wonder- 
ful drug but it is very hard to know when to 
use it. I use it in early fibrillation. In old 
cases emboli can strike; it isn’t just news- 
paper talk. It happened to me once. A 
woman’s first attack, was digitalized; then I 
decided to cure her and gave quinidine. She 
did beautifully but on the fourth day an em- 
bolus of the brain paralyzed her. 

VENTRICULAR TACHYCARDIA is common 
following coronary thrombosis. Some men 
even advocate quinidine in all cases to prevent 
it. The essayist didn’t mention premature 
beats, the commonest of all abnormalities. It 
means little but over-emphasis and sensation 
given to the patient make them of great im- 
portance. They are due to abnormal stimuli 
arising in various parts of the heart, and are 
almost universal. Few of us escape them at 
some time during life. 

AURICULAR PREMATURE Starts in auricular 
and spreads in all directions, even ascends 
sino-auricular node and discharges a normal 
impulse already in process of development 
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and interrupting dominant rhythm. The ven- 
tricle usually responds to auricular beats but 
often in an abnormal way. 

VENTRICULAR PREMATURE starts right or 
left and spreads, goes up to auricular ventricu- 
lar bundle and node but not through it. The 
direction of the eletrocardiograph Q. R. S. 
depends on the ventricular origin. This is of 
no clinical significance, however. It occurs 
in all ages though in males more often than 
in females. There is no pathology. <Auri- 
cular is more likely to be due to some cardiac 
pathology. 

Symptoms: The patient is often unaware 
of them but when conscious of them they 
cause most patients great mental anguish. 
-ain at times is felt and often called angina. 
The electrocardiogram is our most complete 
diagnostic method. 

Causes: Digitalis—tobacco—coffee, etc. 

Treatment : If the cause can be found—fine. 
In most instances, it can’t, so we must re- 
assure the patient. All drugs have been tried. 


Dr. Louie Limbaugh, Jacksonville: 

Doctor Salley has thoroughly covered the 
subject of arrhythmias and I have enjoyed his 
paper very much. There are, however, a few 
phases of the subject I would like to discuss. 

That a heart rate of 250 can be accurately 
counted clinically, I think is questionable; a 
more conservative rate would be 180 to 200. 

An arrhythmia that is commonly met is pre- 
mature beats which may arise from either the 
auricle or ventricle. The electrocardiogram 
is the only accurate way of differentiating the 
two. They do not in themselves mean organic 
disease. They may be of particular impor- 
tance where digitalis therapy is being carried 
out as they may be a manifestation of exces- 
sive dosage to the extent of producing a pulsus 
bigeminus. The electrocardiogram will often 
aid in this instance by showing other evidences 
of digitalis effect. Clinical evidence of over- 
digitalization is difficult at times to determine. 

The differential diagnosis of premature 
beats also concerns partial heart block or 
drop-beats. This can be done by listening at 
the apex. Premature beats occur as two quick 
systoles followed by a pause; whereas, in 
drop-beats one cardiac cycle is completely ab- 
sent. The pulse may not reveal the impulse 
of the premature beat and therefore feel like 
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a drop-beat of heart block. It should also be 
mentioned that usually extra-systoles are ir- 
regular in occurrence whereas drop-beats 
occur regularly every second, third or fourth 
beat. 

Ventricular tachycardia deserves emphasis 
because it means serious heart damage. Fol- 
lowing a coronary occlusion the muscle is 
more irritable and if digitalis is given it may 
aggravate the tachycardia or be a factor in 
producing ventricular fibrillation. I feel that 
for this particular reason, digitalis should not 
be used in coronary occlusion unless there is 
definite evidence of congestive heart failure. 
Even then it must be with caution, 
watching closely for any evidence of ventricu- 
lar tachycardia or increasing numbers of pre- 
mature beats. Quinidine is often a life-saver 
in this condition, and it has been suggested 
as a prophylactic measure. However, I do 
not use it routinely in the treatment of coron- 
ary occlusion. 


Dr. M. A. Kugel, Miami Beach: 

It has been a pleasure to listen to the very 
instructive talk by Doctor Salley. It is im- 
portant that he emphasized the value of clin- 
ical observation over the total reliance upon 
mechanical devices. 

I have made an intensive study of cardi- 
ology although I am not primarily a cardi- 
ologist. It has been unfortunate that with the 
development of the electrocardiographic ma- 
chine less attention has been paid to the clin- 
ical side of cardiology. Originally the elec- 
trocardiographic machine was meant as an aid 
in the investigation of heart disease, but act- 
ually what has happened is that these machines 
have been obtained by poorly trained physi- 
cians who have set themselves up to be cardi- 
ologists. I have never seen a good cardiolo- 
gist who was not in the beginning a well- 
trained physician. 

I spent one year in Vienna and Germany 
and was very much impressed with the train- 
ing of their doctors in the use of the ordinary 
senses in pursuing the study of internal med- 
icine. The more knowledge I gain, the more 
respect I have for the old-fashioned family 
practitioner. He is the real doctor. 

It occurred to me from my observation that 
although the electrocardiographic machine is 
very valuable for scientific research it still 
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does not displace the knowledge of the phy- 
sician. A machine or a test is merely an aid. 
The possession of an electrocardiographic 
machine does not make a cardiologist. 

Two things which affect the heart have 
been overlooked by most physicians. One is 
the mind and the other is the gastro-intestinal 
tract. Psychiatry has come to the fore. More 
and more we realize that coronary thrombosis 
particularly has an emotional basis. Arrhyth- 
mias may be brought on. by various gastro- 
intestinal disorders. Heavy meals will some- 
times bring on disturbances in rhythm, tachy- 
cardia and premature beats, especially if the 
patient is allergic. I have seen cases where 
a patient who had cholecystitis would go into 
paroxysms of tachycardia and as soon as the 
gallbladder was removed these attacks were 
alleviated. It was recently reported in the 
literature that a person with cholelithiasis 
could have electrocardiographic tracings very 
similar to those found in thrombosis. Upon 
the removal of the gallbladder these electrocar- 
diographic tracings would return to normal 
and the anginal pains would disappear. 

I would like to leave this thought with you: 
if you do not possess an electrocardiographic 
machine you can be a very good doctor and 
also a good cardiologist. The prerequisites 
of being a good physician are still a thorough 
understanding of pathology and physiology. 
The electrocardiographic machine is only of 
secondary importance. If we pay more at- 
tention to what is going on in the psyche and 
in the gastro-intestinal tract we can often al- 
leviate many of these irregularities of the 
heart which Doctor Salley has so thoroughly 
described. 

Dr. P. L. Dodge, Miami: 

I just want to say that I do psychiatry and 
I see many patients come in complaining of 
heart-consciousness. That is what I call it, 
because many of them are depressed and agi- 
tated and mary mentally upset. They come 
in counting their own pulse, and sometimes 
it is almost impossible to get their hand down 
from over their heart. In fact they sleep with 
their hand over their chest because of fear 
that their heart will stop before they get to 
sleep. After they get to sleep, they get along 
fairly well. 

The heart, of course, is one of the things 
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that lend to the consciousness of the patient 
more than anything else. We know when our 
heart is beating, we know when it flutters, we 
know when there is irregularity, and patients 
who are well suffer when they think there is 
anything the matter with the rhythm of the 
heart. I think every one of you must realize 
how important the mind is in relation to the 
rhythm of the heart. We can go to a moving 
picture and the heart beat will be perfectly 
smooth, but after we see a very exciting pic- 
ture, without even moving out of our seat, 
our heart will begin to pound and go very 
fast. If we get into an accident or anything 
like that, the mind or psychic effect has a tre- 
mendous lot to do with the rhythm of the 
heart and the rapidity of it. 

We must consider always the effect of the 
psychology of the individual over the rapid- 
ity and irregularity with which the heart 
beats. Personally, when I have these patients 
come in, I investigate from my own angle 
very carefully to determine if they have any 
heart pathology. And if I cannot determine 
that I refer them to a man who I feel is com- 
petent to determine that. But I do think 
that these mental cases that I see have a tre- 
mendous lot of difficulty because of the psychic 
effect on the heart beat. 


Dr. T. Z. Cason, Jacksonville: 

A few years ago Dr. Paul White of Boston 
presented a paper in which he gave the results 
of having followed for ten years two hundred 
patients, one hundred with extrasystoles and 
one hundred without premature beats. He 
separated these into two groups, auricular and 
ventricular. He found that the patients who 
had premature beats outlived the patients who 
did not. He also found, contrary to pre- 
viously published statements, that those pa- 
tients having ventricular extrasystoles out- 
lived those with auricular extrasystoles. 

I mention this, not because doctors are 
more susceptible than anyone else, but so that 
you may go home and continue to have your 
extrasystoles without the slightest fear what- 
ever. Please do not misinterpret that state- 
ment; I am in no way depreciating the fact 
that they may be of consequence, for if there 
are many of them and the heart is already 
damaged, they may be of considerable signi- 
ficance. 
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I thoroughly enjoyed the paper by Doctor 
Salley. 

Dr. S. Marion Salley (Concluding): 

I am glad that the subject of premature 
beats was covered more fully by the discus- 
sants of this paper. This seemingly simple 
disturbance of cardiac rhythm can be at times 
most difficult to treat. It should be unneces- 
sary to say that an electrocardiogram should 
be obtained whenever possible in these cases. 
However, it cannot be over-emphasized that 
many of these cases can be successfully diag- 
nosed, if need be, without the electrocardio- 
graph. 

I wish to thank Doctors Torbett, Lim- 
baugh, Kugel, Dodge and Cason for their dis- 
cussion of this paper. 





ADOLESCENT TURMOIL 
AGITATED DEPRESSION WITH 
PANIC REACTION 
Jess V. Coun, M. D., 

Hollywood 

In 1932, O. Diethelm’ very nicely spoke of 
panic as being “not merely a high degree of 
fear, but a fear based on prolonged tension, 
with a sudden climax which is characterized 
by fear, extreme insecurity, suspiciousness, 
and a tendency to projection and disorganiza- 
tion. The projections are delusions of perse- 
cutions and hallucinations; the disorganiza- 
tion may iead to a schizophrenic picture.” In 
1934, the same investigator’ made a rather ex- 
tensive survey of the literature on panic-states 
and offered his own observations. 

It is quite generally accepted that panic, like 
fear, anxiety, and others, is one of the impure 
affective states, in contradistinction to the so- 
called pure emotions, elation and depression; 
and, of the group, it is the most distressing 
and the most treacherous. As a whole, the 
responsible factors are, of course, a succession 
of life-conditionings of the maladaptation sort, 
and comprising, also as a whole, the conscien- 
tious, rigid type of personality. From the 
analytical perspective, it is essentially an ex- 
treme frustration of the id, or unconscious 
drives, in the countenance of the super-ego, or 
the inhibitive factors of the conscience. This 
frustration was believed to be referable to the 
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sex experiences only and to most analysts is 
still entirely sexual, in the most complete an- 
alysis of the psychodynamics involved. 

It is certainly easy to understand why tur- 
moil of varying degree of intensity should 

* . 8 
occur precipitously at adolescence. As White 
pointed out recently, adolescence is a period 
of special stress because instinctive tendencies 
assert themselves strongly and at a time when 
the adolescent is expected to conform to social 
conventions. Given, at such a time, a lack of 
sufficient security and love, which are so fun- 
damental to the home life of the growing 
youth of prepuberty age, substitutions occur 
that are most important in the setting of the 
personality. In studying “nervous break- 
downs” of adolescents by the questionnaire 
method among college students, Gardner‘ re- 
vealed the average age as 16.1 years, which is 
significantly adolescent and following directly 
upon puberty. He disclosed, following his 
study, a multitude of etiologic psychobiologic 
factors responsible directly or indirectly for 
the precipitation of a neurosis or psycho- 
sis; and the personality-types described were 
essentially the over-conscientious, the strongly 
inhibited, and the emotional-hungered. 

One of the two principal reasons for pre- 
senting the following case history is that the 
genesis and progression, the sequential acti- 
vity of psychic factors involved, in short, all 
the manifestations of a psychosis in this young 
man formed a compendium of human psycho- 
pathology as well as a dynamic presentation 
of the psychology that governs normal human 
behavior. The other reason is that because 
of the unusual exposition of unconscious play, 
the patient is an excellent subject for a re- 
search type of investigation, particularly as it 
applies to therapy. 

CASE REPORT 

. The patient,° a white male of twenty, slender, and 
intelligent-looking, was admitted to the hospital on 
March 17, 1935, with a left black eye and left sub- 
conjunctive hemorrhage, an expression of bewilderment, 
and a remarkably intense desire to die. Well developed 
and well nourished, without any evidence of physical 
abnormality, he seemed intact structurally. and func- 
tionally; and while he expressed a profound suicidal 
tendency, at the same time he expressed a fear of 
death. “I want to die. I’m afraid I’m going to die.” 
He had suddenly quit his job as clerk with an insurance 
company in a large midwestern town the week prior to 
his admission, giving them neither reason nor notice, 
but telling us at the hospital that he felt he was losing 
his mind, and had better get away. He felt that if he 
did “break,” he would be hard to control. 

The first visitor interviewed was the patient’s aunt, 


who, while she was somewhat reserved, was, neverthe- 
less, more truly responsive and informative than the 
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mother, who, it was felt, was still withholding relevant 
information because of her remarkably narrow con- 
ceptions of morality and immorality, right and wrong, 
etc. The aunt, however, gave the story that the patient 
had been acting peculiarly since the preceding Christ- 
mas, three and a half months before, when he began to 
prefer the solitude of his home to his otherwise out- 
going practices, and the enjoyment of his own “dream- 
world,” as he had said. He stared off into space con- 
stantly, talked queerly about wrong and right, God and 
the devil, and evil and bad in connection with coming 
into the world. When asked about his speech content 
by his family, his response was most often something 
like, ““Wouldn’t you like to know?” His usual tidi- 
ness and consideration of external appearance were 
replaced by slovenliness, and a general unkempt con- 
dition. This change was progressive-up to the time of 
admission. Two nights prior to admission, the patient 
insisted on walking about aimlessly in a rainstorm, 
much to the displeasure of his folks at home, and in 
spite of their exhortations to the contrary. He re- 
turned at noon of the next day, about fourteen hours 
later, with the above-mentioned signs of ocular damage, 
and with an obstinacy that was rebellious. He refused 
not only to account for his behavior, but to talk about 
anything at all. The family physician, who saw him 
that day, referred him to the hospital. 

The history obtained from the boy’s mother was es- 
sentially a corroboration of the aunt’s. She added that 
he had always been shy and reserved; and volunteered 
later that while he had wanted to study at a university 
following his high school education, she successfully 
opposed this ambition, with resulting accentuation of his 
shyness. She had been separated from her husband for 
four years. The patient had been living in the midwest 
but away from his father, who lived in the same city. 
The boy would come home on weekends to visit his 
mother. Quite fond of both, he was, of course, con- 
siderably disturbed by their continued separation. The 
mother was extremely particular about the home and 
about the behaviour of her three sons, especially in 
matters of dignity, comparative social values and re- 
ligion. Her first meeting with the patient in the 
hospital was characterized by great fussiness over him, 
crying, frequent kissing, and much “baby talk.” She 
insisted, upon leaving, that she would cure him with 
prayer and Christian Science. 

The landlord where the patient was staying told the 
boy’s aunt that he had been acting peculiarly for about 
three weeks. On Saturday night the patient would go 
out with two rough-looking men from Chicago. On 
several occasions the landlord noted the patient’s under- 
garments were torn and very mussed, with a peculiar 
odor. His return home after going out with these 
“bums” would be characterized by apparent depression 
and moroseness. Additional information gathered from 
the relatives indicated that the boy never seemed to 
have enough money in spite of his salary of sixteen 
dollars a week. The probability that the boy was 
fleeced by the men was suggested by the aunt. 

SOMATIC HISTORY 

The patient’s appetite had been impaired for three 
weeks prior to admission, and he had slept poorly dur- 
ing the past few months. A physician was not called 
because it was felt by the parents that the boy’s trouble 
was due to infernal spirits of some sort working within 
him, and that belief in the Divine Faith and Holy 
Science was his salvation. He had never had any 
serious illnesses. The only result of an automobile 
accident two years previously was a small laceration 
on his head, with rapid recovery. The history of in- 
dividual systems was negative. He had lost some 
weight during the past month, how much was not 
known. There was no history of such occurrences as 


severe influenza, delirium, headaches, diplopia, dizziness, 
ataxia, scotomata, convulsions, nausea, vomiting, or any 
other organically produced neurologic signs. 
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FAMILY AND PERSONAL HISTORY 

Both parents were living and well, but had been sep- 
arated for four years. The patient was the youngest 
of three boys, the other two being in good health and, 
as far as could be determined from the family, showed 
no abnormal mental trends. There was no history of 
any malignant familial diseases, no epilepsies, psy- 
choses, etc. 

The patient was a normal newborn, who passed 
through a normal infancy, walking at sixteen months, 
and talking at two years. He never sucked his thumb. 
No history of enuresis was obtainable. Having begun 
his schooling at the age of five, he completed the fourth 
year of his high school training at the head of his 
class, even skipping one grade. He was never interested 
in extra-curricular activities, clubs or organizations. He 
went out for track once, but failed to make the team. 
There was no history of stealing, lying or legal difficul- 
ties. His work record was good, as he had been em- 
ployed by this single life insurance company since grad- 
uation from high school four years before; he was al- 
ways a steady and industrious worker. He never drank, 
smoked, or took drugs of any kind. He had had no re- 
cent medication. 

The patient had always been of the shut-in type, with 
few friends though he was well acquainted. He 
seldom sought the company of girls because, he said, 
of his “bad breath.” He added that men shunned him 
for the same reason. He had been shy and seclusive. 
His personality was at first rigid, but later gave evi- 
dence of a moderate degree of plasticity that eventually, 
during the course of his hospitalization, permitted of 
some superficial acceptance of other points of view as 
administered by his doctors. He had very powerful 
feelings of guilt for the “crimes” he had committed. 

There was no history of heterosexual experience. One 
of the other patients in the ward told us that on the 
day of admission the patient told him that he had been 
masturbating two or three times a day for the previous 
month, that his nocturnal erections and emissions were 
very frequent, and that these occurrences were giving 
him considerable mental torment. He had masturbated 
much since the age of sixteen. At first he denied 
homosexual experiences, later admitting them to some 
of us. 

His hobby was reading, especially the classics, and 
more especially the works of Tennyson. His religion, 
or rather that of his parents, was Christian Science. 
He had always been interested in religion and church, 
attending quite regularly during the past four years. 


His aunt had thought often that he was abnormally 
interested in the church. The intern noted on one oc- 
casion: “The environment of the home is super- 


religious, and steeped in the doctrines of Christian 
Science.” 
MENTAL STATUS 

On admission to the hospital, the patient expressed 
an intense desire to die, with the ambivalent plea that 
he be saved. He also not only asked for castration 
but attempted it himself by tearing at his genitalia. Be- 
sides this, when his wish for both focal and general 
mutilation were not accepted by the people to whom he 
appealed, he attempted it himself by biting his left arm 
in several places sufficiently to produce a lymphangitis 
with axillary adenitis. He had been observed on sev- 
eral occasions to try to rid himself of his tongue at the 


root. Biting his tongue at the midpart was not suffi- 
cient. Holding his breath was, of course, also in- 
effective. 


His perturbation, confusion, and turmoil expressed 
themselves at every attempt on the part of the examin- 
ers to get under the surface—these in spite of an 
excellent rapport. His conduct was suggestive of 
frozen panic and a schizophrenic psychosis was super- 
ficially evident. His remarks to the effect that Christian 
Science and the effect of mind over body, and mind over 
mind, are supreme, we interpreted as merely a rever- 
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beration of his constant domestic circumstances. The 
attending nurses reported that his delusions often hinged 
on religion; he thought at times he was the devil; 
at other times he was God; he thought his death would 
bring salvation to others; also that he would be burned 
for his sins. 

COURSE IN HOSPITAL 

His course in the hospital was tumultuous, with fre- 
quent attempts at focal and general suicide; need for 
severe restraint; superficial, momentary insight, that 
served only to indicate the malignant trends of which 
we were justly afraid; and the apparent fixation of his 
bewilderment. He made sincere, conscious efforts at 
understanding, but they were certainly not stable ones. 
Sedatives were necessary nightly to insure sleep. Re- 
assurances were constantly necessary, with resulting 
passive insight, which was, of course, false. Just a week 
after admission, he made another attempt at auto-castra- 
tion while taking a tub bath. 

His temperature varied intermittently between 98 and 
101.4 degrees rectally determined. Three times his pulse 
was found accelerated to above 120, out of all proportion 
to temperature. The respiratory rate remained constant 
at about 20. The white blood cell count on admission was 
13,100; two weeks later it was 8,000. Five urine 
samples proved negative. Blood and spinal fluid ser- 
ology were negative, except for a trace of globulin in 
the latter. The only medication the patient received 
was barbital, grains 214, four times daily. 

A diagnosis of adolescent turmoil was made, even in 
face of the orthodox manifestations of a schizoid change 
from the normal—this following a consideration of the 
type of onset, the absence of a true schizoid personality 
to start with, the stormy course, the extrovertive activity 
even during this psychotic episode, and the strongly 
suggestive favorable prognosis. The latter was brought 
out when the patient, who had strong ideas toward sui- 
cide and self-mutilation, at the same time wanted 
to hold my hand during our interview. He addressed 
me as “father.” He poured forth new material at 
each seance, as it were, with resulting comfort to him. 

His fleeting grimaces, strongly psychotic behaviour, 
and bewilderment disappeared when he was being given 
a re-education in matters of sex and social criticism. 
He asked for more of the therapy that was being given 
him, but it was felt that the intensity of the treatment, 
the abruptness of his return to a realization of reality 
as it exists, prevented a too prolonged continuation of 
this type of treatment. It was felt that frequent attacks 
on the part of a male psychiatrist who had effected a 
satisfactory transference was the preferred method— 
in an institution such as a psychiatric hospital, of course. 

This patient was not followed into convalescence be- 
cause shortly after improvement made itself manifest, 
his relatives moved him to a remote little village some- 
where in the middle west, where he might identify him- 
self with Christian Science and receive what, in the 
opinion of his mother, would be his only salvation. 

His treatment while in the hospital consisted essen- 
tially of protection against suicide, sedation hydro- 
therapeutically and with split doses of barbital, and 
psychotherapy; attempts to establish security by as- 
surances, encouragement, commendation, and some oc- 
cupational therapy. 


I believe that the constant, dynamic play 
between the major opposing forces in mental 
mechanisms has been very dramatically ex- 
posed in this single clinical instance, particu- 
larly because this case presents in exaggerated 
pantomime what we choose to accept as the 
psychodynamics that govern normal human 
behavior. It happens that this was a case of 
adolescent turmoil with very definite evidences 
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of agitated depression’ in which some of the 
responsible, etiologic factors were a gradually 
increasing, general sex upheaval (embracing 
homosexual, heterosexual, and auto-erotic 
tendencies) ; frustrated ambitions; incomplete 
social education; a faulty, ignorant, domestic 
environment; and the reverberations of guilt- 
feelings and inadequate sublimations. 

Since the time of the original presentation 
of this case report, I have had the opportunity 
of seeing the end-result of a patient suffering 
from a remarkable imbalance among the sys- 
tems endocrine, sympathetic nervous, and 
psychomotor. This case history very particu- 
larly (and briefly) demonstrates at least a 
suggestive relationship between the thyroid 
gland on the one hand and behavior on the 
other hand, with the ravages that can result 
to the somatic frame as the structure that 


houses them both. 
CASE REPORTS 

The patient, a male of 18 years, was first seen in 
neuropsychiatric consultation on March 29, 1937. At 
that time he displayed the classical syndrome of well- 
advanced, deteriorating schizophrenia, with apathy, am- 
bivalence, autistic thinking, auditory and visual hallu- 
cinations, delusions of persecution, etc. The physical 
examination revealed nothing “positive”; that is, there 
was nothing demonstrable to focus attention on the 
patient’s physique. All laboratory examinations were 
negative. I must stress at this time, however, that he 
was a lean, handsome youth, of 130 pounds in weight, 
a full head of hair that was of normal texture, normal 
elasticity of the skin, etc. The diagnosis made was not 
dementia praecox or the acute psychotic episodes that 
occur with toxicities of exogeny or endogeny, but ad- 
olescent turmoil, of psychic origin, and with a favorable 
prognosis. 

The lad was not hospitalized; and under the guidance 
of his understanding parents, and psychotherapeutic 
efforts at my office, he gradually but definitely im- 
proved until, in August, four months after the onsct of 
his illness, he was rapidly gaining insight into his 
abnormality, with resultant psychiatric recovery. 

About two or three months following this, he began 
to gain weight, his hair became brittle, and severe 
alopecia areata occurred, myxedamatous changes ap- 
peared, and ambition became diminished all collectively 
interpreted as the clinical evidences of thyroid deficiency. 
Whether the endocrine disturbance was latent at the 
onset of the illness and was hiddenly responsible for the 
precipitation and course of the disease-process, or 
whether the thyroid deficiency resulted from the dynamic 
actions of the psychogenic factors involved (such as 
the demonstrable occurrence of peptic ulcer from mental 
conflicts), is at this time only conjectural. However 
that may be, the fact remains that physical improve- 
ment manifested itself shortly after the institution of 
thyroid medication. 


The problem, then, of what we accept today 
as psychogenic disturbances, particularly the 
adolescent turmoils, panics, and depressions, 
may be solved by a comprehensive insight on 
the part of the investigators into the correlated 
action of the endocrines, the sympathetic 
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nervous system, and the psychomotor be- 


haviorisms. 
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PROSTATIC CALCULI 
Perry D. Melvin, M. D. 
Miami. 

The occurrence of two cases of prostatic 
stones in my practice during the last three 
months prompts the present discussion of the 
subject. Both of these cases occurred in men 
between the ages of forty and fifty years, and 
in neither case was there any evidence of 
prostatic enlargement. 


CASE REPORTS 

Case I. The only symptoms complained of in the first 
case, (J.F.H.), were low sacral backache and occasional 
urinary burning. He had never passed either gravel, 
stones or blood in his urine. The general physical ex- 
amination was irrelevant. On rectal examination the 
prostate was found to be of normal size, but abnormally 
boggy. A hard, sharply defined area was found in the 
left lobe, which felt very much like a stone. The pros- 
tatic secretion contained two- plus pus. Cystoscopic ex- 
amination and routine investigation of the upper urinary 
tract was negative. X-ray of the pelvis showed a tri- 
angular prostatic stone 1% cm. by 2 cm. in diameter. 

Treatment of this case consisted of biweekly pros- 
tatic massage, together with endoscopic applications of 
silver nitrate. Eight Elliott treatments were given after 
the first week. The patient was asymptomatic after six 
weeks, but continued to show 18 to 20 pus cells per 
high pressure field in the prostatic secretion. 

Case II. The second case, (B.C.), was seen because 
of a pyuria found during an insurance examination. The 
patient had no symptoms referable to the genito-urinary 
tract and his past history was of no urological signifi- 
cance. Cystoscopic investigation ruled out the kidneys 
as the source of the infection. Rectal examination re- 
vealed a prostate normal in size and shape, but definite 
crepitation was felt in both lobes. This finding became 
more marked after he had several massages. The pros- 
tatic secretion contained three-plus pus. An X-ray was 
made of the pelvis which showed multiple seed stones 
in both lobes of the prostate. 

This patient is showing definite improvement with 
biweekly prostatic massage together with endoscopic 
treatments and autogenous vaccine therapy. 


Stones found in the prostate fall under one 
of two main groups: the endogenous, which 
are formed in the prostatic substance, and 
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which at least at their inception do not come 
in contact with the urinary salts; and sec- 
ondly, the exogenous, which are formed 
higher up in the urinary tract and are merely 
arrested in the prostatic urethra in passing, 
and there tend to grow in size. There are 
three types of these endogenous prostatic 
stones: multiple small round (seed) stones, 
large round intraprostatic stones which are 
faceted when multiple, and massive calcifica- 
tion of the prostate which is attributed to a 
preexisting tuberculous process. Various 
classifications of prostatic stones have been 
made by various writers to indicate their pos- 
sible origin, as, stones associated with pros- 
tatitis, hypertrophy of the prostate and tuber- 
culosis. 

The exogenous stones are not true pros- 
tatic stones, since their origin is elsewhere, 
and are composed of urinary salts. Urinary 
calculi lodged in the prostatic urethra or in a 
communicating pouch or pocket should not 
be included. This type of stone can be dif- 
ferentiated from the true prostatic stone which 
has eroded through the prostate and acquired 
a secondary coating of urinary salts by the 
chemical examination of their nuclei. The 
true prostatic stone has an albuminoid nucleus, 
while the exogenous stone has a nucleus com- 
posed of uric acid, urates or oxalates. 


ETIOoLoGy 


The origin of true prostatic stones is open 
to debate. The most logical view as to their 
origin is that they are formed by the deposits 
of calcarous material on the corpus amylacea 
which are frequently met in the secretions of 
normal glands. Corpora amylacea are round 
to oval bodies composed of a nitrogenous ma- 
terial of an albuminoid nature and usually 
contain some lecithin. They are found in the 
alveoli of the prostatic gland, and are more 
numerous as age advances. They have a 
marked tendency to calcify and in men past 
middle age they are almost invariably im- 
pregnated with lime salts. 

Joly believes that the deposition of calcium 
is brought about by a difference in surface 
tension between these minute bodies and the 
surrounding prostatic fluid. Thompson as- 
sumed that the corpora amylacea act as irri- 
tating agents, thus causing a deposition of 
calcium salts similar to that which occurs in 
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the bladder in the presence of a foreign body. 

Prostatic stones usually occur in adults be- 
tween the ages of forty and sixty. Joly found 
two-thirds of his cases to occur between fifty 
and seventy. In a series of seventy-seven 
cases reviewed by Kretschmer, over seventy 
per cent of the cases occurred between the 
ages of forty and seventy. However, in a 
series of cases reported by Thomas and 
Roberts, they found four boys ten years of 
age with prostatic stones. 

There are several pathological conditions 
which are found associated with prostatic 
stones. There is always more or less of a 
chronic prostatitis present and urethral stric- 
tures are relatively frequent. The most com- 
monly associated condition, however, is that 
of benign prostatic hypertrophy. The finding 
of multiple seed calculi between the inner hy- 
perplastic and the outer compressed prostatic 
layer or surgical capsule is common at the 
time of prostatectomy, particularly by perin- 
eum. Carcinoma of the prostate seems to be 
a rare accompanying lesion; however, 
Kretschmer found five in his series of seventy- 
seven cases. Abscess because of stone is very 
rare. 

SYMPTOMS 

There is no symptom complex characteris- 
tic of prostatic stones, because of the other 
lesions of the urinary tract which are asso- 
ciated. However, urinary symptoms predomi- 
nate, such as frequency, urgency, burning and 
dysuria. Sexual symptoms are present some- 
times, but rectal symptoms only rarely. Lo- 
calized and referred pain is common. Pain 
in the perineum arises from sitting on hard 
surfaces. In some cases prostatic stones have 
been passed in the urine. It must be borne in 
mind that in most cases these symptoms are 
not due primarily to the prostatic stones, for 
the latter are often present with no symptoms 
whatsoever and are found only on the routine 
examination of the urinary organs. 


DIAGNOSIS 

The x-ray is the final judge in making the 
diagnosis of prostatic stones. However, in 
interpreting the x-ray plates in these cases 
one must bear in mind the possibility of phle- 
boliths in the periprostatic plexus of veins. 
Sometimes prostatic stones are first suspected 
from the grating which they impart to an in- 
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strument passed into the urethra. Occasion- 
ally one can see the stones protruding from 
the prostatic ducts at the time of cystostomy. 
I have seen one case in which the stone caused 
a distinct bulge in the urethra and the over- 
lying mucous membrane showed a bluish dis- 
coloration. When this was fulgurated the 
electrode encountered the hard stone beneath. 
Stones are often suspected from the rectal ex- 
amination, because of the irregular circum- 
scribed hardness which they cause. If crepi- 
tation can be elicited in the prostate, it is 
diagnostic of stone. Prostatic stone can simu- 
late carcinoma closely on rectal examination. 
Very hard isolated nodules of carcinoma may 
feel like stone, and vice versa. The entire 
prostate may feel stony hard because of mul- 
tiple calculi. The sclerosis of chronic pros- 
tatitis, the induration of carcinoma, and the 
nodulation of tuberculosis must all be differ- 
entiated from prostatic stones. The differ- 
ential diagnosis is easily made with the x-ray, 
or occasionally by eliciting crepitation on 
rectal pressure. 
TREATMENT 

The treatment of prostatic calculi will de- 
pend on the severity of the symptoms and on 
the other urinary lesions that are associated. 
In silent cases no direct treatment is required. 
When prostatic hypertrophy accompanies the 
stones, as it commonly does, the treatment of 
this condition is of primary importance, and 
the stones secondary. The calculi are easily 
removed, either suprapubically or perineally, 
at the time the prostatic adenoma is removed. 
Many times the stones, especially if they are 
small ones, can be removed during a prostatic 
resection. The presence of stones is in no 
way a contraindication to resection. A sur- 
prising number of the small seed stones are 
found clinging to the gauze sponge when one 
sponges out the cavity resulting from the 
suprapubic enucleation of the prostate. The 
larger prostatic stones are often found lying 
in pouches in the prostatic tissue, and in such 
cases there is a remarkable degree of destruc- 
tion of the prostatic tissue. 

In those cases associated with a urethral 
stricture, the proper dilatation of the stricture 
will often cause the symptoms to disappear, 
and the prostatic stones are not disturbed. 

It is almost impossible to cure a chronic 
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prostatitis when stones are associated, as they 
continue to act as an irritating foreign body 
regardless of treatment. Every case of chronic 
prostatitis that fails to respond to the usual 
methods of treatment should be x-rayed to 
determine whether stones are present. 
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ACUTE EMPYEMA THORACECTOMY 
C. D. Wuitaker, M. D., 
Marianna. 

Empyenia of the chest implies a collection 
of purulent fluid in the pleural cavity. It is 
usually a complication of an infection in the 
lung, a lobar or bronchopneumonia, influenza, 
measles, scarlet fever, lung abscess, or a gun 
shot wound may be antecedent. 

Empyema is relatively easy of diagnosis if 
the physician has it in mind. In every case 
of pneumonia empyema should be suspected 
when symptoms develop after the crisis or 
after the time when the crisis is expected. On 
inspection the affected side is fuller and the 
intercostal spaces widened; percussion yields 
a flat note extending from the base upwards 
to an extent depending upon the amount of 
exudate. The highest point is usually posteri- 
orly. To auscultation the sounds over the 
fluid area are absent or distant. 

The aspirating needle furnishes a certain 
means of diagnosis if the physical signs point 
to fluid in the chest. The point for diagnostic 
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aspiration is the sixth or seventh interspace in 
posterior axillary line. This minor opera- 
tion should be performed carefully and with 
aseptic precautions, one per cent novocaine 
being used to raise a wheal and with a 5 cc. 
syringe the anesthetic injected into the mus- 
cles and beneath the rib. 

In order to undertake the successful treat- 
ment of a case of empyema it is essential to 
evaluate the stage of the effusion, the general 
pathology of the chest, and the condition of 
the patient. About ten days after pneumonia 
crisis the usual empyema will have become 
loculated and the lung fixed. The pus is 
creamy, of sweetish odor, may be sterile. If 
the patient is sick,—that is, septic—or is a 
child, a simple underrib puncture and drainage 
is sufficient for the time. Rib resection can be 
done later. 

The observations and studies made by the 
Empyema Commission established by the 
Surgeon General of the Army in 1918 devel- 
oped a’number of fundamental basic principles 
which still form our present-day therapy. In 
addition, however, a review of the literature 


indicates that with the hope of lowering the 
mortality of empyema many and varied de- 


tails of treatment have been advocated by 
various authors. The one principle which is 
fundamental and now universally accepted is 
the avoidance of the creation of a pneumo- 
thorax in the formative stage of empyema. Be- 
fore this was emphasized open drainage in 
the early stage of the disease produced a high 
mortality. 

When the empyema is a true abscess, either 
closed or open methods of drainage may be 
advocated. The latter procedure is founded on 
the experience of many surgeons and their 
opinion produces the best results. When 
creamy pus is found either the closed method 
or rib resection may be used. For the closed 
method tidal drainage as modified by Overholt 
of Boston provides a simple and effective 
method of draining the empyema cavity es- 
pecially in young children. In brief, the 
method consists of inserting a trocar and can- 
nula intercostally and slipping in a No. 32 
mushroom catheter, then utilizing the ordin- 
ary movements of the chest during respiration 
to provide tidal drainage. 

Overholt pointed out that the older methods 
of closed drainage failed because excessive 
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suction was applied to the chest by placing 
the drainage bottle too far below the level in 
the chest. He converted the old system into 
one of tidal drainage by regulating the levels 
of the fluid inside and outside the chest. The 
drainage bottle is placed on a table so that the 
level of fluid on the table is only two to four 
inches below that in the chest. In this way the 
siphonage pressure is less than the intra- 
pleural pressure and a slight to and fro move- 
ment is set up. 


In rib resection the novocaine infiltration 
must be thorough. A wheal about four inches 
in length should be raised by successive in- 
jections of novocaine 1 per cent and with a 
3-inch needle the subcutaneous tissues should 
be well saturated for a distance of several 
inches. The incision which is usually the 
eighth rib in the posterior axillary line is 
made down to the muscles and these well in- 
filtrated before cutting. When the rib is 
reached the needle should be introduced above, 
below, and behind the bone at either end of 
the incision, care being taken not to introduce 
novocaine solution into the vessels. An in- 
cision is then made on the bone above and be- 
low to separate the intercostal muscles and a 
periosteal separator gently introduced, separ- 
ating the periosteum and intercostal tissues 
from the posterior aspect of the rib. The rib 
is then cut and a portion 1% inches removed. 
After the opening is prepared the pleura is 
infiltrated with novocaine and a pair of pointed 
hemostats introduced through the pleura and 
gently spread. Almost at the same moment 
a fairly large drainage tube is introduced, a 
clamp being used on the outer end to prevent 
pus from spilling. The muscles are rapidly 
sutured to either side with a few chromic cat- 
gut sutures, and the skin closed with silkworm 
gut. Most authors say that the closed method 
of drainage should be practiced and the tube 
connected with a bottle below the chest fluid 
level. 

In the cases I have treated I did the classical 
rib resection using a fairly large tube, about 
six inches long, only irrigating with boric 
acid solution when there was any blocking of 
drainage by fibrin. Every few days the tube 
was withdrawn and an inch clipped off. 

The following are cases I have treated 
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Case 1. A. M. T., a four-year old white girl, had 
lobar pneumonia of the left base. The pneumonia lasted 
nine days and was followed on the twelfth day by de- 
velopment of empyema. A _ thoracentesis was done 
which showed creamy yellow pus. On the nineteenth 
day a rib resection was done, using the seventh rib, 
left mid-axillary line. Six weeks later the tube was 
removed and the patient had a normal recovery. 

Case 2. E. P., a five-year old white girl, de- 
veloped pneumonia of the right base which was fol- 
lowed by empyema on the eighteenth day. Thoracente- 
sis was done by Doctor Baltzell and several cc. of 
pus, not very thick, were withdrawn. It was decided to 
defer rib resection. In a few days, Doctor Baltzell 
being out of town, I was called. On _ thoracentesis, 
creamy pus was found. Rib resection was then done. 
In four weeks the tube was entirely removed and she 
had a normal recovery. 

Case 3. H. E. H., an eight-year old white girl, had 
a right lobar pneumonia which lasted nine days and on 
the fourteenth day developed empyema. I was called 
on the seventeenth day when creamy pus was found on 
thoracentesis. Rib resection was performed. The pa- 
tient made a normal recovery in six weeks. 

Case 4. H. M. E., an eleven-year old girl, had been 
sick for over two months when she came under my ob- 
servation. Her illness began with pneumonia of the 
right base. She had been treated out of the state until 
Doctor Ryals of Dellwood saw her and made a diagno- 
sis of empyema. Thoracentesis showed a creamy yellow 
pus and a rib resection was done. It was three and one- 
half months before we were able to remove the tube en- 
tirely and in this case we irrigated with boric acid solu- 
tion regularly. I had occasion to examine this girl a 
few weeks ago. Her lungs are in perfect condition and 
there is no deformity of the thorax. 

Case 5. C. H., a boy aged 12, had a left lobar pneu- 
monia and on the fifteenth day developed empyema. 
Rib resection was performed and in six weeks the tube 
was removed. He made an uneventful recovery. 

Case 6. E. H., a brother of C. H. (Case 5), devel- 
oped lobar pneumonia of the right base a few days after 
C. H. On the seventeenth day rib resection was per- 
formed and he had a normal recovery in nine weeks. 

The father of these boys whe did much of the nurs- 
ing developed lobar pneumonia and had a stormy course 
but did not develop empyema. 

CasE 7. J. W. M., a white man aged 24, was brought 
into the hospital suffering with pneumonia of the right 
base. On the twentieth day a thoracentesis was done 
and creamy yellow pus found. A rib resection was per- 
formed and on the tenth day he was sitting up. I let him 
return to his home near Blountstown. In seven weeks 
the tube was removed and he had no chest deformity 
following. 

Case 8. A colored male, aged 5, developed left lobar 
pneumonia on May 1, 1938, which lasted eleven days. On 
the fourteenth day I noted a flatness on percussion and 
absent breath sounds, so three or four days later I 
aspirated thick yellow pus. Rib resection was imme- 
diately performed and on July 1, I removed the tube. 
He is still improving 


In all except one of these cases, operation 
was done at home. No regular irrigations 
were given and only occasionally was boric 
acid solution used to soften the fibrin and start 
drainage. All tubes were removed in four to 
eight weeks except one in a case of empyema 
of long standing. None of these patients had 
chest deformities and there Were no deaths in 
the series. 
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PHYSICIANS AND SURGEONS (M.D.) 
NEW LISTING, TELEPHONE 
DIRECTORY 


In the telephone directories for Florida of 
the Southern Bell Telephone and Telegraph 
Company, the classified section shows medical 
doctors with the suffix “M. D.” In the al- 
phabetical list the suffix “Dr. Phys.” is shown 
after each medical doctor’s name. Other prac- 
titioners of the healing art in Florida are 
listed under different symbols. The public 
now when referring to telephone directories, 
will be able to select its doctors more intelli- 


gently. 


For many years representatives of the 
medical profession have urged the Telephone 
Company to show these listings in such man- 
ner as to make it possible for an individual 
to call a doctor and know before the call is 
made, under what branch of the healing art 
the doctor is licensed. The officials of the 
Telephone Company contacted did not seem 
to think there was sufficient authority for the 
different listings requested. The change in 
ruling by the Telephone Company came about 
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after the passage of a law at the last session 
of the legislature, requiring practitioners of 
every kind or branch of medical and/or ma- 
terial healing arts to place and keep at the 
entrances of their offices or usual places of 
business words or proper abbreviations de- 
noting the particular kind or branch of the 
medical and/or material healing art they are 
licensed to practice. This new law has ap- 
parently been the means of providing the 
Telephone Company with proper authority to 
show “M. D.” for doctors of medicine who 
are licensed to practice in Florida. 


It has been stated that this special listing 
is not made for other states, where special 
laws have not been passed. 

A number of visits were made back and 
forth between the home office of the Florida 
Medical Association and the office of the Tele- 
phone Company in Jacksonville. It is a pleas- 
ure to report that the officials of the Tele- 
phone Company cooperated very generously. 
In the classified listing of M. D.’s for Jack- 
sonville, one chiropractor and three naturo- 
paths were listed under the caption, “M. D.” 
An official of the Telephone Company was 
immediately contacted and an official letter re- 
ceived on January 24, advising that these 
four names would be deleted in the future 
from the M. D. listing and placed in their 
proper classifications. 


Telephone directories for each city in Flor- 
ida should be carefully checked to see that 
there are no names shown under “M. D.” 
of other than medical doctors. Officers of the 
county medical societies are urged to see that 
this verification is worked out without delay. 
Tf the checking is done locally, irregular list- 
ings may be reported or, the entire list may be 
sent to your home office, Box 1018, Jackson- 
ville, and the names will be checked for you 
and any irregularities discovered will be re- 
ported immediately to the Southern Bell Tele- 
phone and Telegraph Company for correction, 
in its next directory. Better results will un- 
doubtedly be secured by using your home 
office as a clearing house and less confusion 
with the officers of the Telephone Company 
will be experienced. 











PRE-CONVENTION MEETING 

The Pre-Convention meeting of the Asso- 
ciation was held in Jacksonville, January 29 
at the Roosevelt Hotel. Beginning at 9 a. m., 
the forenoon was devoted to various com- 
mittee meetings. Twelve separate rooms were 
reserved for these committee groups. Many 
of the doctors arrived Saturday night and re- 
mained over the following day. 

After the busy morning, a luncheon was 
served at 1 p.m. in the ballroom, followed by 
the General Session, with Dr. W. Henry 
Spiers, president, presiding. Under the head- 
ing of committee reports, Dr. Walter C. Jones, 
chairman of the Committee on Scientific 
Work, made a very brief report, stating that 
seventeen papers had been selected for the 
scientific sessions at the annual convention in 
Daytona Beach next May. Dr. Gilbert S. 
Osincup, chairman of the Executive Com- 
mittee, reported that the schedule of sessions 
for the annual convention had been adopted 
by his committee and that Hillsborough 
County Medical Society's invitation for the 
1940 annual convention would be recom- 
mended to the House of Delegates. 

3rief verbal reports were made by the fol- 
lowing: Dr. Henry E. Palmer, General Ad- 
visory Board of Past Presidents; Dr. John 
N. Moore, Committee on Medical Education 
and Hospitals; Dr. J. Ralston Wells, Public 
Relations Committee: Dr. G. W. Potter, Nec- 
rology Committee: Dr. Turner Z. Cason, 
Committee on Medical Postgraduate Course; 
Dr. J. C. Vinson, Committee on Medical Eco- 
nomics: Dr. Edwin C. Swift, Committee on 
Inter-Relationship; Dr. J. C. MeSween, Com- 
mittee on Tuberculosis and Public Health; 
Dr. H. D. Van Schaick, Committee on State 
Controlled Medical Institutions; Dr. Ferdi- 
nand Richards, Maternal Welfare Committee ; 
Dr. Luther W. Holloway, Child Health Com- 
mittee; Dr. Gordon H. Ira, Advisory Com- 
mittee to Woman’s Auxiliary; Dr. E. T. Sel- 
lers, Committee on Venereal Disease Control. 
President Spiers reported for Dr. Thomas O. 
Otto on the Legislation and Public Policy 
Committee. 

At 3 p. m. the gavel was turned over to Dr. 
Harrison A. Walker, chairman of the Council, 
who reported that the Council had adopted a 
schedule for annual medical district meetings 
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during 1939; and that one new county medical 
society had been organized in councilor dis- 
trict number 2, this new society to be known 
as the Franklin-Gulf County Medical Society. 
Owing to the lateness of the hour, with the 
consent of the councilors present, Doctor 
Walker ruled that the individual councilors’ 
reports would be read by title only and pub- 
lished in the Florida Medical Journal. 

The meeting was turned over then to the 
Committee on Legislation and Public Policy, 
with Dr. W. C. McConnell presiding, assisted 
by Dr. B. M. Rhodes and Doctor Spiers. The 
officers and members interested in the coming 
session of the legislature were invited to at- 
tend this meeting. A very full report, in Ex- 
ecutive Session, was made and discussed and 
suggestions received from those present for 
the guidance of the Committee. The mem- 
bership of the Association will be advised 
concerning the plans, as soon as the Com- 
mittee, with the assistance of Doctor Spiers, 
has had time to definitely formulate an outline. 
The members who registered at the luncheon 
meeting are as follows: 

Century: J. I. Turberville, John S. Turber- 
ville. Chattahoochee: Ralph E. Stevens. Co- 
coa; Walter C. Page. Daytona Beach: J. 
Ralston Wells. DeLand: C. E. Tribble. Ft. 
Pierce: A. M. Sample. 

Gainesville: Edwin H. Andrews, John E. 
Maines, Jr., W. C. Thomas, G. C. Tillman. 
Jacksonville: T. Z. Cason, Luther W. Hollo- 
way, Gordon H. Ira, Edward Jelks, Louie M. 
Limbaugh, J. G. Lyerly, A. B. McCreary, 
Robert B. McIver, W. A. McPhaul, S. R. 
Norris, Ferdinand Richards, Shaler Richard- 
son, E. T. Sellers, W. McL. Shaw, Edwin C. 
Swift, H. Marshall Taylor, H. D. Van 
Schaick, F. J. Waas. 

Lake City: R. B. Harkness. McIntosh: J. 
L. Strange. Miami: Walter C. Jones, Joseph 
S. Stewart. Miami Beach: Harrison A. 
Walker. Ocala: Henry C. Dozier, R. D. Fer- 
guson, Albert H. Freeman, John N. Moore, 
Ralph E. Russell. Orlando: C. J. Collins, 
Hewitt Johnston, Meredith Mallory, Gilbert 
S. Osincup, W. Henry Spiers. Pensacola: J. 
C. McSween. Plant City: John W. Alsobrook. 

Quincy: Julius C. Davis. St. Augustine: 
G. W. Potter. St. Petersburg: William M. 
Davis, W. C. McConnell, A. L. Mills. Tadlla- 
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hassee: J. Kent Johnston, F. Clifton Moor, 
Henry E. Palmer, B. M. Rhodes. Tampa: J. 
C. Vinson. Vero Beach: E. B. Hardee. West 
Palm Beach: W. W. George, Lloyd J. Netto. 





ADVANCES IN GRADUATE 
EDUCATION 

The Medical Postgraduate Course Com- 
mittee is contemplating some experiments to 
be given in Daytona Beach from June 19 
through June 24, 1939. A course covering 
the entire week will be offered to those who 
wish advance instruction in the diagnosis and 
treatment of tuberculosis. A _ full-time in- 
structor will give three lectures daily together 
with demonstrations. The course will be 
further supplemented by physicians from the 
State Tuberculosis Sanatorium and other men 
in the state specializing in diseases of the 
chest. The attendance will be limited ; advance 
registration for the special course must be 
made through the Chairman of the Committee. 

Details of the entire Short Course program 
will be found in the next issue of the JOURNAL. 





SPECIAL COMMITTEE ON NATIONAL 
HEALTH PROGRAM 


Ox Sunday Jan. 15 the special committee 
or the House of Delegates of the American 
Medical Association conferred in Washington 
with the Interdepartmental Committee to Co- 
ordinate the Health and Welfare Activities of 
the United States Government, The Journal 
of the American Medical Association for Feb. 
4 reports. Those present included Drs. Vest, 
Carey, Donaldson, Luce, Rankin, Sondern, 
West and Abell, with the addition of Dr. 
Woodward. The Interdepartmental Commit- 
tee was represented by Chairman Josephine 
Roche, Mr. Altmeyer, Dr. Parran, Mr. Per- 
rott and the members of the Technical Com- 
mittee on Medical Care, Drs. Martha Elliott, 
J. W. Mountin and C. E. Waller and Messrs. 
I. S. Falk and G. H. J. Perrott. Opportunity 
was given for extended discussion of the 
various recommendations in the National 
Health Program. The committee representing 
the American Medical Association presented 
the point of view of the House of Delegates. 
It was apparent that the Technical Committee 
had not receded in its attitude in favor of com- 
pulsory sickness insurance. 
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On Monday, Jan. 16, the special committee 
of the House of Delegates, together with Miss 
Roche and Dr. Parran, were received by the 
President. Dr. Abell briefly stated the attitude 
of the American Medical Association and re- 
peated the offer of the American Medical As- 
sociation to aid in working out the problem. 
Obviously the conferences with the Interde- 
partmental Committee in nowise changed its 
attitude. Its report, as sent to Congress by 
the President, is in all particulars approxi- 
mately the same as presented to the National 
Health Conference in July, 1938. 





REPORTS OF DISTRICT 
COUNCILORS* 


FIRST DISTRICT— 
oe a | ee Pensacola 
Bay, Escambia, Holmes, Okaloosa, Santa Rosa, 
Walton, Washington. 

From my observations, Bay, County Medical Society 
is very active at the present time and entertained splen- 
didly the Northwest District meeting last July. 

I have approval from the Escambia County, Jackson 
County, Bay County, Leon-Gadsden-Liberty-Wakulla- 
Jefferson County and Walton-Okaloosa County Socie- 
ties to set Friday, the 2lst of July as the date for the 
next annual Northwest (A) District Medical Meeting 
at Marianna. I am also impressed with the fact that 
Walton-Okaloosa County and the Washington-Holmes 
County Societies are thoroughly cooperative with our 
association. 

I have at this time appointments at which time I shall 
meet with these individual societies in my district in 
order to take to them any message from the annual 
pre-convention meeting. 

Escambia County has been very active in the past 
year with many scientific programs. We have enter- 
tained the Gulf Coast Clinical Society, at which time 
a splendid scientific program by many able men of our 
profession was submitted through its two-day session. 

At all times, the First District desires to completely 
cooperate with its parent organization and pledges to 
you its support in 1939, 


SECOND DISTRICT— 
ee | a Marianna 
Calhoun, Franklin, Gadsden, Gulf, Jackson, Jeffer- 
son, Leon, Liberty, Wakulla. 

It gives me distinct pleasure to report to you out- 
standing progress in organized medicine throughout the 
Second Medical District for the year 1938. 

The Second District Medical Society comprising the 
counties of Leon, Gadsden, Liberty, Wakulla and Jef- 
ferson is a credit to any medical sub-division in the 
State; meetings are held alternately at Quincy, Chatta- 
hoochee and Tallahassee quarterly; their scientific pro- 
grams are most interesting and instructive. 

We are proud to report the organization of the Frank- 
lin-Gulf County Medical Society. This society, though 
newly organized, is making unusual progress for a 
young organization. The members are very enthusiastic 
and holding regular meetings. 

The Jackson County Medical Society, the third in- 
tegral unit of organized medicine in District No. 2, is 
progressing nicely. With the installation of new blood 
an added interest has been manifest and they are meet- 
ing regularly with good programs at each meeting. 


*Read by title before the Pre-Convention Meeting, 
Jacksonville, January 29, 1939. 
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While Calhoun County is the only county in the 
District not separately organized, a majority of its 
doctors have become regular members of the Jackson 
County Medical Society. 


THIRD DISTRICT— 

We. Be. TEAWMESE, WELD e oo ono eco oieien sspears Lake City 
Baker, Columbia, Dixie, Hamilton, Lafayette, Madi- 
son, Suwannee, Taylor. 

The Third District embraces eight counties. During 
the past year interest in organized medicine within our 
district has been most gratifying. While a number of 
our counties do not have societies, most of the doctors 
in such counties affiliate with some adjoining county 
society, thus maintaining contact with the State Asso- 
ciation. 

The regional meetings held annually in the medical 
districts during the past two years, are a decided 
stimulus in favor of organized medicine and should be 
continued as a permanent policy of the State Associa- 
tion. The meeting for District B held at Gainesville 
was well attended by officers of the State Association, 
as well as by individual doctors in the district. After 
the business meeting an interesting and instructive scien- 
tific program was presented with J. L. Strange, coun- 
cilor for District Four presiding. 

For several years, the spectre of State Medicine has 
kept the medical profession disturbed. But we have 
looked upon this as a problem for the future. Today 
organized medicine in Florida is face to face with prob- 
lems of the utmost portent. Recently in a conference 
between a group of the medical men in West Florida, 
and representatives of the Federal government, the 
matter of medical care for indigent farmers was con- 
sidered. Inasmuch as the proposed solution offers the 
doctor some compensation for a class of patients here- 
tofore attended by him as an act of charity, we must 
look with favor on the plan. It is proposed to leave 
both the patient and the doctor freedom of choice, and 
so must be considered as fair. But again, there is a 
factor of reduced fees for the doctor, that may involve 
far-reaching implications, this in the face of a very 
extensive program fostered by our national government, 
reaching into the relation between the doctor and his 
clientele which should be studied carefully. And to this 
end, your councilor would recommend that this whole 
question of cooperation between the medical profession 
in the State of Florida and the Federal government, be 
referred to a committee which will report to the Florida 
Medical Association at its next annual meeting. 


SEVENTH DISTRICT— 
J. W. Atsosroox, M. D. Plant City 
Hillsborough, Manatee, Pinellas, Sarasota. 

This early meeting has caught me short on visits to 
the component medical societies in my District, but the 
Secretaries have been very prompt in submitting re- 
ports requested by mail and telephone. 

The District meeting was held at Bradenton under 
the auspices of the Manatee County Medical Society, 
was well attended and a good program presented. At 
the dinner hour we had a paper on Medical Economics, 
which was timely. 

The Florida Midland Medical Society lost its secre- 
tary-treasurer, Dr. Butler Hall Sanchez by death, Sep- 
tember 21, 1938, and following his death Doctor Mc- 
Connell, the president, sent out a questionnaire asking 
what was the will of the membership. They voted 
more than 90 per cent to disband and unite with the 
Southwest District of the Florida Medical Association. 
Doctor McConnell is to be commended for this action, 
as the two societies were overlapping in membership 
and purpose. It is to be hoped that other sectional so- 
cieties will do likewise. 

The Manatee County Society hasn’t been very active 
during the past year, but held monthly meetings, except 
in July and August, with two new members and one 
prospective member and a total membership of sixteen, 
with all dues paid for 1938. At the November meeting 
Constitution and By-Laws was adopted. At a joint 
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meeting with the Sarasota County Society in December, 
it was voted to meet together during 1939. This will 
cause more interest. New officers are: president, 
Samuel Hollingsworth; vice president, Blake M. Lan- 
caster; secretary-treasurer, M. M. Harrison. No re- 
ports have been sent to the A. M. A. regarding the 
medical survey. 

Sarasota County Medical Society held no meetings 
during the summer; membership dues were 100 per cent 
paid for 1938. No reports have been sent to the A. M. 
A. on free medical service. New officers elected: 
president, T. W. Taylor; secretary, Stanley T. Martin. 

The Hillsborough County Medical Society was host 
to the International College of Surgeons’ sectional 
meeting on February 28, 1938, at the Tampa Municipal 
Hospital, which was largely attended by some very 
prominent surgeons from various parts of the world. 
There was a special called meeting in May to hear Bela 
Schick on “Tuberculosis in Children.” Dr. Deryl Holt 
of Duke University read a very interesting paper on 
“Our Sterilization in the Operating Room,” with re- 
port of one thousand operations with results. The 
past president before retiring appointed a Committee to 
meet with one of the Latin societies of Tampa at their 
request to see if some basis of cooperation could be 
reached. There has been no report as yet. Six new 
members were received into the Society during 1938 
and three members were lost by death. The Society is 
attempting to rid itself of factional politics and do some 
real work. 

The December meeting was the annual election of 
officers, which resulted as follows: president, J. W 
gg vice president, T. C. Maguire; secretary, 
Jas. “Grable, re-elected. 

The Pinellas County Medical Society is probably one 
of the most active in the state, holding semi- -monthly 
meetings during the winter and monthly meetings in 
the summer. The scientific programs are well worked 
out, with a featured paper by a member or a guest at 
each meeting. A complete report has been received from 
the secretary of this society, listing the meeting dates 
for 1938 and the scientific papers presented, which has 
been placed on file. This society has reported 87 active 
and 2 honorary members for 1939. Its officers are: 
president, E. C. MacCordy; first vice-president, N. W. 


Gable, Jr.; second vice-president, C. B. Wright; secre- 
tary-treasurer, W. C. McConnell. 
NINTH DISTRICT— 

Weeaiwen ©. PAGE. Uh. Di. oxic cnnesevics ..Cocoa 


Brevard, Lake, Orange, Osceola, Seminole. 


The Ninth Councilor District is composed of the 
five counties of Brevard, Lake, Orange, Seminole and 
Osceola. Four of these counties, namely, Brevard, 
Lake, Orange and Seminole have active and efficient 
county societies, while Osceola physicians divide their 
= a between the counties of Orange and Bre- 
var 

It is a pleasure to report that the membership of the 
whole district, numbering 113 is 100 per cent paid up 
for the past fiscal year of 1938. 

In this district we have 27 physicians, or about 20 
per cent who are not connected with organized medi- 
cine. However many of these are listed as retired, 
though there are a few who can not or will not meet 
the requirements for membership in their various county 
societies. Also we have five active colored physicians 
in this district doing good work among their people. 

Our second annual District meeting was held at 
Eustis on November 10, 1938, as the guest of the Lake 
County Society and the Lake County Medical Center. 
The attendance was good: the registration was 70, of 
which 50 were Association members, 43 were from this 
district, with 5 visitors and 15 ladies. This meeting was 
a complete success. Four excellent papers were pre- 
sented and discussed. Several chairmen of standing 
committees of the State Association made reports, and 
interesting talks were made by several past presidents 
of the State Medical Association who were present. 
Dr. W. Henry Spiers, the State President, addressed the 
meeting on organization subjects. 
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The evening was given over to a banquet at the Lake 
County Medical Center, which was concluded by an 
address by the guest speaker, Dr. Wm. Perrin Nicol- 
son, of Atlanta, who spoke on “Cancer of the Breast.” 
Dr. H. D. Clark, the District President and Senior 
Councilor was prevented from attending by illness. 

I feel that I can report that organized medicine is 
both healthful and useful in the Ninth Councilor Dis- 
trict, and that we are maintaining the high ideals that 
the State Medical Association rightfully requires. 

During the year I have attended the various meetings 
of the council, when summoned by the President. 

In closing, I want to thank the president, Doctor 
Spiers; Secretary, Dr. Richardson; and the managing 
Director, Dr. Stewart Thompson, for their uniform 
courtesy and help during the past year. 


TWELFTH DISTRICT— 
Harrison A. WALKER, M.D........... Miami Beach 
Dade, Monroe. 

There are two counties in Councilor District No. 12 
—Dade and Monroe. At the end of December, Dade 
County Medical Society had a membership of 282 and 
Monroe County Medical Society a membership of 4. 

While there are only two counties in this Councilor 
District, the membership of the State Association is 
well represented since Dade County Society enjoys, at 
the present time, the largest membership of any county 
medical society in the state. A new Constitution and 
By-Laws was adopted by this society and the organiza- 
tion was incorporated not-for-profit. This was accom- 
plished after a committee had spent many months in 
deliberation and the society now feels that it has a 
Constitution and By-Laws adaptable to a society of its 
size. 
Monroe County Medical Society has a small mem- 
bership but is very much encouraged at this time. One 
new member joined recently and the new bridge con- 
necting the island with the main part of the state will 
undoubtedly be the means of increasing activities in 
organized medicine in that section. 

The Southeast Medical District’s second annual meet- 
ing was held at Fort Lauderdale in October. This 
Medical District comprises Councilor Districts 11 and 
12. This was a very fine meeting. 

As Chairman of the Council, I desire to express ap- 
preciation to every councilor. Your twelve councilors 
have made a real contribution to organized medicine. 





STATE NEWS ITEMS 

The Southeastern Surgical Congress an- 
nounces the Tenth Anniversary Postgraduate 
Assembly, to be held in Atlanta, March 6-9, 
1939 at the Biltmore hotel. A most interest- 
ing program has been arranged. Outstanding 
speakers from many states have already been 
secured. 

On the preliminary program, the names 
of two Florida doctors appear: Dr. T. Z. 
Cason, Jacksonville, whose subject is “Med- 
ical Pathology Simulating Acute Surgical 
Conditions—Differential Diagnosis”; and Dr. 
J. G. Lyerly, Jacksonville, his subject being 
“Transection of the Prefrontal Lobe Associ- 
ation Fibres in Certain Mental Disorders.” 

For further information, write Dr. B. T. 
Beasley, Secretary, 701 Hurt Building, At- 
lanta, Ga. 
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Dr. C. E. Tumlin of Miami, after a six 
months’ disability from a fractured spine, is 
now reported able to go back to work. 

x * x 

Dr. L. C. Gonzales, Director of Venereal 
Disease Control of the Florida State Board of 
Health, gave an illustrated lecture at a meet- 
ing of the Florida Alpha Chapter of Alpha 
Epsilon Delta, national honorary pre-medical 
fraternity at the University of Florida, 
Gainesville, on January 9, 1939. Dr. Gonzales 
spoke on the subject of “Methods to Control 
Venereal Disease in the United States.” 

x * * 

Dr. O. W. Britt, radiologist at the Florida 
State Hospital, Chattahoochee, recently re- 
signed to enter private practice in Tallahassee. 

x * * 

Dr. R. G. Tietze of Miami Beach has re- 
cently moved to Winter Haven where he will 
be associated in practice with Dr. R. E. Gil- 


bert. 
* * x 


Dr. K. K. Waering of Jacksonville was ap- 
pointed director of the Duval County Health 
Unit last November. Doctor Waering’s ap- 
pointment was approved by the Duval County 
Medical Society. 

x * * 

The dramas in the series of weekly radio 
programs by the American Medical Associa- 
tion and the National Broadcasting Company 
for March, have been announced, as follows: 


March 1—Diabetes. 

March 8—Water, Waste and Sanitation. 

March 15—Guarding Fresh Foods. 

March 22—Auditing the Health Record. 

March 29—Animal Diseases Transmitted to Man. 


This program is broadcast over the Blue 
network of N. B. C. each Wednesday at 2 


o m., £. %. F. 
* * * 


Dr. and Mrs. O. C. Brown of Ft. Lauder- 
dale spent the Christmas holidays with their 
son-in-law and daughter, Dr. and Mrs. Paul 
S. Woodall of Birmingham, Ala. 

x * * 

For the information of the Association’s 
members, Dr. W. Henry Spiers, president, 
announces a change in the personnel of the 
Committee on Legislation and Public Policy. 
Dr. Horace A. Day of Orlando is now chair- 
man; Dr. S. E. Driskell of Jacksonville suc- 
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ceeds Dr. Gerry R. Holden; and Dr. W. Dun- 
can Owens of Miami Beach succeeds Dr. T. 
O. Otto. The names of the members of the 
Association’s Committee on Legislation and 
Public Policy are shown on page 400 of this 


Journal. 
* ok Ox 
BIRTHS 


Dr. and Mrs. Edwin P. Preston of Miami Beach 
announce the birth of a son on December 31, 1938. 





Announcement has just been received from Dr. C. E. 
Tumlin of Miami of the birth of his granddaughter, 
Patricia, to Mr. and Mrs. Curtis Haggard, December 
14, 1938. 

* * * 
DEATHS 


Dr. A. C. Knight of Jacksonville, died on February 
12, following a brief illness. 





COMPONENT COUNTY SOCIETIES 
BROWARD COUNTY MEDICAL SOCIETY 

Dr. I. H. Agos of Miami was guest speaker 
at a meeting of the Broward County Medical 
Society held December 28. His subject was 
“Newer Methods of Treatment of Demen- 
tias.”’ 

x * Ox 
DADE COUNTY MEDICAL SOCIETY 


The Dade County Medical Society held its 
regular meeting on the evening of January 3, 
in the Ingraham Building. The scientific pro- 
gram consisted of two papers: “Pathogenesis 
of the Diseases of the Anal Region” by Dr. 
Claude G. Mentzer (discussed by C. Larimore 
Perry and George D. Lilly), and “Intravenous 
Anesthesia with Pentothol Sodium” by Dr. 
Colquitt Pearson (discussed by George C. 
Austin). 

* ok Ok 


DUVAL COUNTY MEDICAL SOCIETY 

The Duval County Medical Society held its 
first meeting of the year on the evening of 
January 3 in the Library of the State Board of 
Health Building, with the new president, Dr. 
Thomas E. Buckman, presiding. 

The scientific program was presented under 
the direction of Dr. George Croft and in- 
cluded a paper by Dr. Karl Hanson on “Fluid 
Balance,” (discussed by Drs. J. G. Lyerly and 
Julian E. Gammon), and an article by Dr. C. 
C. Mendoza on “New Techniques in Blood 
Transfusion,” illustrated by motion pictures. 
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The president appointed a special economics 
committee composed of Drs. T. S. Field, Chas. 
B. Mabry, Kenneth Morris and Luther W. 
Holloway. Dr. Clayton E. Royce was named 
as the society’s member of the City Planning 
Advisory Board. 

a ae 

HILLSBOROUGH COUNTY MEDICAL SOCIETY 

The Hillsborough County Medical Society 
was honored by the presence of Dr. Hugh H. 
Young of Baltimore, on January 31. Doctor 
Young presented a paper on “Some Medical 
and Surgical Problems in Urology,” demon- 
strated with colored motion pictures. There 
were approximately 150 doctors in attendance. 

Doctor Young spent several days in Tampa 
as the house guest of Dr. James L. Estes. 

x * x 


JACKSON COUNTY MEDICAL SOCIETY 

At the annual meeting of the Jackson 
County Medical Society, the following offi- 
cers were elected: president, C. J. Price, Al- 
ford; vice president, C. C. Box, Graceville; 
and secretary-treasurer, R. N. Joyner, Mari- 
anna. Dr. R. L. Miller of Graceville was 
elected delegate to the next State Association 
meeting with Dr. D. A. McKinnon of Mari- 
anna as alternate. 

* ok Ox 
LEON-GADSDEN-LIBERTY-WAKULLA- 
JEFFERSON COUNTY MEDICAL SOCIETY 

The annual meeting of the Leon-Gadsden- 
Liberty-Wakulla-Jefferson County Medical 
Society was held January 19, at Chattahoo- 
chee. The following officers were elected: 
president, W. W. Massey of Quincy; vice 
president, F. T. Holland of Tallahassee; and 
secretary-treasurer, B. A. Wilkinson of Talla- 
hassee. Drs. J. C. Robertson and B. A. Wil- 
kinson were selected as delegates to the next 
State Association meeting, with Drs. W. W. 
Massey and F. T. Holland as alternates. 

The following program was presented: 
“Remarks on Acute Appendicitis Based on 
Personal Experience,” by J. S. Turberville, 
Century (discussion opened by J. C. Davis, 
Quincy) ; “Psychoanalysis,” William H. Mc- 
Cullagh, Jacksonville (discussion by W. G. 
Miles, Chattahoochee) ; “Test of Liver Func- 
tions,” W. P. Stowe, Chattahoochee (discus- 
sion by E. R. Annis, Tallahassee. ) 

Dr. W. Henry Spiers, president of the 
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SOLA. -FOR INFANTS DEPRIVED OF BREAST MILK 


When diluted according to directions, $.M.A. 
closely resembles human milk, NOT ONLY io 
the percentages of protein, fat, carbohydrate and 
ash, BUT ALSO in the chemical constants and in 
















Blement or as a complete substitute for breast 

milk, S.M.A.. consistently produces excellent 

/  sutritional results comparable to those obtained 
with normal breast-fed infants. 


The quick, easy method of preparing S.M.A. 
feedings is unusually simple. A Minute Mix 
Method Set together with complete directions 
will be sent Free to physicians on request. 


S.M.A. ts a food for infants... derived from tuberculin tested cows’ milk, the fat of which is replaced by animal and 
vegetable fats including biologically tested cod liver oil: with the addition of milk sugar and potassium chloride; 
altogether forming an antirachitic food. When diluted according to directions, it is essentially similar to human 
milk in percentages of protein, fat, carbohydrate and ash, in chemical constants and in physical properties. 
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State Association, addressed the group at the 
dinner which followed the meeting. Thirty- 
eight members and guests were present. 


* %*« * 


MANATEE COUNTY MEDICAL SOCIETY 
The Manatee County Medical Society 
heads the Honor Roll for 1939 by being the 
first of the component societies to report 100 
per cent dues for this year. The officers of 
this society are: president, Samuel Hollings- 
worth, Bradenton; vice president, Blake M. 
Lancaster, Manatee; secretary-treasurer, M. 
M. Harrison, Bradenton. Congratulations, 
Manatee County Medical Society. 


* * * 


PALM BEACH COUNTY MEDICAL SOCIETY 

The Palm Beach County Medical Society 
held its regular monthly meeting at the Good 
Samaritan Hospital Nurses’ Lodge on Janu- 
ary 22. The attendance was 68.4 per cent. 

After the usual business meeting an inter- 
esting paper was given, illustrated by slides, 
by Dr. A. W. Adson of the Mayo clinic on 
“Spinal Cord Tumors, Their Diagnosis and 
Treatment.” Dr. W. S. Lemon, also of Mayo 
Clinic, collaborated in this presentation. 

Dr. Otto Hansen, Valley Springs, S. Dak. 
was also a guest of the Society at this meet- 
ing. 

e+ *@ 
PASCO-HERNANDO-CITRUS COUNTY 
MEDICAL SOCIETY 

Dr. W. H. Walters entertained the Pasco- 
Hernando-Citrus County Medical Society at 
his home in Lacoochee, Thursday evening, 
January 12. Dinner was served, consisting 
of roast duck, fried quail, and baked Virginia 
ham, with all the accessories that go to make 
a complete banquet. 

After the business meeting, interesting case 
reports were given by Drs. J. T. Bradshaw, S. 
C. Harvard, H. L. Harrell, D. B. Manley, W. 
W. Jones, and W. H. Walters. 

Those present were Drs. J. T. Bradshaw, 
C. L. Carter, H. L. Harrell, S. C. Harvard, 
W. W. Jones, D. B. Manley, W. H. Walters, 
R. D. Sistrunk, and G. R. Creekmore. 

Doctor Creekmore invited the Society to 
hold its next meeting with him in Brooksville 
on the evening of February 9. 
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“| Didnt Know What to do... 


Doctors with many years of astute 
business dealings have often been 
nonplussed when they were con- 
fronted with the legal red tape re- 
sulting from an automobile acci- 
dent. 

Even though you are a careful 
driver, could you avoid hitting a 
child who darted from between two 
parked cars into the path of your 
automobile? Of course, you couldn’t! 
Even though you were not at fault, 
you would want to give the injured 
child every care. A jury might even 
hold you responsible for the child’s 
injuries. 

A full coverage State Farm Auto- 
mobile Policy would enable you to 
give medical aid necessary at the 
time of injury, pay all court costs 
and attorney fees for any claim 
brought against you even if ground- 
less, false or fraudulent. 

Let your State Farm agent explain 
this protection for careful drivers 
—and the savings you can effect 
through the Company’s policy of 
writing only SELEcT RIsks. 





STATE FARM MUTUAL AUTOMOBILE INSURANCE Co. 
BLOOMINGTON, ILL. 


SAVINGS UP TO 40% 
LEGAL RESERVE INSURANCE 
COAST TO COAST SERVICE 








CALL YOUR LOCAL STATE FARM AGENT 
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DR. RANDOLPH’S SANITARIUM 


JACKSONVILLE, FLORIDA 
REGISTERED A. M. A. 
FOR THE CARE AND TREATMENT OF 
NERVOUS AND MILD MENTAL CASES 
Comfortably furnished rooms. Home atmosphere emphasized. 


Utmost privacy. Tactful nursing. Number patients limited to 
insure maximum attention. 


JAMES H. RANDOLPH, M. D. 
Resident Neuropsychiatrist 
4422 HERSCHELL STREET JACKSONVILLE, FLA. 
Phone 2-2330 
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SURGICAL SUPPLY COMPANY 
“Florida’s Surgical Supply House” 


HENRY L. PARRAMORE T. EMMEFT ANDERSON 
Pres. and Gen. Mar. Vice-President 


YOUR PATRONAGE GREATLY APPRECIATED 


MIAMI 





A. EFFECTIVE TREATMENT FOR 


_ TRICHOMONAS VAGINITIS 


‘An effective treatment by Dry Powder Insufflation to be sup- 
plemented by a home treatment (Suppositories) to provide 
/continuous action between office visits. Two Insufflations, 
a week apart, with 12 suppositories satisfactorily clear up 


ithe large majority of cases. 


JOHN WYETH & BROTHER, INC. © PHILADELPHIA, PA. 








' SILVER PICRATE — a crystalline compound of silver in definite chemical 
combination with Picric Acid. Dosage Forms: Compound Silver Picrate 
Powder — Silver Picrate Vaginal Suppositories. Send for literature today, 


my ILVER PICRATE © OSyeth « 
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PINELLAS COUNTY MEDICAL SOCIETY 

At the meeting of the Pinellas County Med- 
ical Society held at the Chatterbox, January 
6, Dr. C. C. Rudolph was principal speaker. 
His subject was “Abstracting for the Journal 
of the Florida Medical Association.” 

The meeting scheduled for January 28, at 
which Dr. Russell LaFayette Cecil, Professor 
of Medicine at Cornell, was to have been 
guest speaker, was cancelled because of death 
in the family of Doctor Cecil. 

** * 
PUTNAM COUNTY MEDICAL SOCIETY 

The Putnam County Medical Society held 
its annual meeting at the Marian Hotel, 
Palatka, on the evening of January 10. The 
election of officers resulted as follows: presi- 
dent, E. W. Ford, Crescent City; C. M. 
Knight, Palatka, secretary-treasurer. Mem- 
bers present were: Z. Brantley, Grandin; 
E. W. Ford and J. E. Rose, Crescent City; 
F. Emory Bell, C. M. Knight, H. A. Johnson, 
and Allen P. Gurganious, Palatka. 

* + 


ST. LUCIE-OKEECHOBEE-INDIAN RIVER- 
MARTIN COUNTY MEDICAL SOCIETY 

At the election of officers of the St. Lucie- 
Okeechobee-Indian River-Martin County 
Medical Society held January 19, the follow- 
ing were chosen: president, J. D. Parker, 
Stuart; vice president, F. A. Gowdy, Ft. 
Pierce ; and secretary-treasurer, A. M. Sample, 
Ft. Pierce. Dr. H. D. Clark of Ft. Pierce 
was elected delegate to the next State Asso- 
ciation convention. 

* * * 
VOLUSIA COUNTY MEDICAL SOCIETY 

The regular monthly dinner and business 
session of the Volusia County Medical Society 
was held January 10 at the Hotel College 
Arms, DeLand. Dr. Maximilian Stern of 
Daytona Beach, president of the Society, pre- 
sided. Plans for the entertainment of the 
State Association next May were discussed. 
Dr. M. J. Myres of Daytona Beach read a 
paper on “Prevention and Cure of Diph- 
theria.”’ 

* * * 

WALTON-OKALOOSA COUNTY MEDICAL SOCIETY 

The Walton-Okaloosa County Medical So- 
ciety has become the second society in the 
state to report 100 per cent dues for 1939. 
Congratulations! 
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MIAMI RETREAT, ING. 


Established 1927 


For Invalids, Mental and Nervous Diseases, 
Alcohol and Drug Patients 


SEPARATE DEPARTMENTS 
Building Heated and Ventilated 
Psychopathic Annex—Sound Proof 
Window Guards Eliminated 
Air Conditioned 


LOW MONTHLY RATES 
North Miami Ave. at 79th St. 
Telephone 7-1824 
Resident Neuropsychiatrist 














FLORIDA SANITARIUM AND HOSPITAL 


located on one of Orlando’s beautiful lakes and 
encircled by shaded lawns and orange groves, 
offers a cheerful, homelike atmosphere that in- 
duces rest and relaxation for the convalescent 
and the nervously fatigued individual seeking 
a quiet place. Facilities available for check-up 
and diagnosis, in charge of efficient, registered 
technicians. The daily routine includes pre- 
scribed diet, hydrotherapy and other forms of 
physical therapy, exercise, and social activities 
for those able to engage in them, and the best 
of nursing care by skilled professional nurses. 
Member of American Hospital Association. 
Ethical co-operation with the profession. Phy- 
sicians cordially invited to visit the institution. 
Write for additional information. 


Drawer 1100 
ORLANDO, FLORIDA 

















